AUTHENTICATED 
US. GOVERNMENT 
INFORMATION ^ 


WELFARE REFORM: A REVIEW OF ABSTINENCE 
EDUCATION AND TRANSITIONAL MEDICAL AS- 
SISTANCE 


HEARING 

BEFORE THE 

SUBCOMMITTEE ON HEALTH 

OF THE 

COMMITTEE ON ENERGY AND 
COMMERCE 

HOUSE OF REPRESENTATDH]S 

ONE HUNDRED SEVENTH CONGRESS 

SECOND SESSION 

APRIL 23, 2002 

Serial No. 107-104 

Printed for the use of the Committee on Energy and Commerce 



Available via the World Wide Web: http://www.access.gpo.gov/congress/house 


U.S. GOVERNMENT PRINTING OFFICE 
79-467CC WASHINGTON : 2002 


For sale by the Superintendent of Documents, U.S. Government Printing Office 
Internet: bookstore.gpo.gov Phone: toll free (866) 512-1800; DC area (202) 512-1800 
Fax: (202) 512-2250 Mail: Stop SSOP, Washington, DC 20402-0001 


COMMITTEE ON ENERGY AND COMMERCE 


W.J. “BILLY’ TAUZIN, Louisiana, Chairman 

JOHN D. DINGELL, Michigan 
HENRY A. WAXMAN, California 
EDWARD J. MARKEY, Massachusetts 
RALPH M. HALL, Texas 


MICHAEL BILIRAKIS, Florida 

JOE BARTON, Texas 

FRED UPTON, Michigan 

CLIFF STEARNS, Florida 

PAUL E. GILLMOR, Ohio 

JAMES C. GREENWOOD, Pennsylvania 

CHRISTOPHER COX, California 

NATHAN DEAL, Georgia 

RICHARD BURR, North Carolina 

ED WHITFIELD, Kentucky 

GREG GANSKE, Iowa 

CHARLIE NORWOOD, Georgia 

BARBARA CUBIN, Wyoming 

JOHN SHIMKUS, Illinois 

HEATHER WILSON, New Mexico 

JOHN B. SHADEGG, Arizona 

CHARLES “CHIP” PICKERING, Mississippi 

VITO FOSSELLA, New York 

ROY BLUNT, Missouri 

TOM DAVIS, Virginia 

ED BRYANT, Tennessee 

ROBERT L. EHRLICH, Jr., Maryland 

STEVE BUYER, Indiana 

GEORGE RADANOVICH, California 

CHARLES F. BASS, New Hampshire 

JOSEPH R. PITTS, Pennsylvania 

MARY BONO, California 

GREG WALDEN, Oregon 

LEE TERRY, Nebraska 

ERNIE FLETCHER, Kentucky 


RICK BOUCHER, Virginia 
EDOLPHUS TOWNS, New York 
FRANK PALLONE, Jr., New Jersey 
SHERROD BROWN, Ohio 
BART GORDON, Tennessee 
PETER DEUTSCH, Florida 
BOBBY L. RUSH, Illinois 
ANNA G. ESHOO, California 
BART STUPAK, Michigan 
ELIOT L. ENGEL, New York 
TOM SAWYER, Ohio 
ALBERT R. WYNN, Maryland 
GENE GREEN, Texas 
KAREN McCarthy, Missouri 
TED STRICKLAND, Ohio 
DIANA DeGETTE, Colorado 
THOMAS M. BARRETT, Wisconsin 
BILL LUTHER, Minnesota 
LOIS CAPPS, California 
MICHAEL F. DOYLE, Pennsylvania 
CHRISTOPHER JOHN, Louisiana 
JANE HARMAN, California 


David V. Makventano, Staff Director 
James D. Barnette, General Counsel 
Reid P.F. Stuntz, Minority Staff Director and Chief Counsel 


Subcommittee on Health 
MICHAEL BILIRAKIS, Florida, Chairman 


JOE BARTON, Texas 
FRED UPTON, Michigan 
JAMES C. GREENWOOD, Pennsylvania 
NATHAN DEAL, Georgia 
RICHARD BURR, North Carolina 
ED WHITFIELD, Kentucky 
GREG GANSKE, Iowa 
CHARLIE NORWOOD, Georgia 
Vice Chairman 
BARBARA CUBIN, Wyoming 
HEATHER WILSON, New Mexico 
JOHN B. SHADEGG, Arizona 
CHARLES “CHIP” PICKERING, Mississippi 
ED BRYANT, Tennessee 
ROBERT L. EHRLICH, Jr., Maryland 
STEVE BUYER, Indiana 
JOSEPH R. PITTS, Pennsylvania 
W.J. “BILLY’ TAUZIN, Louisiana 
(Ex Officio) 


SHERROD BROWN, Ohio 
HENRY A. WAXMAN, California 
TED STRICKLAND, Ohio 
THOMAS M. BARRETT, Wisconsin 
LOIS CAPPS, California 
RALPH M. HALL, Texas 
EDOLPHUS TOWNS, New York 
FRANK PALLONE, Jr., New Jersey 
PETER DEUTSCH, Florida 
ANNA G. ESHOO, California 
BART STUPAK, Michigan 
ELIOT L. ENGEL, New York 
ALBERT R. WYNN, Maryland 
GENE GREEN, Texas 
JOHN D. DINGELL, Michigan, 

(Ex Officio) 


(II) 



CONTENTS 


Page 

Testimony of: 

Del Rosario, Jacqueline Jones, Executive Director, ReCapturing the Vi- 
sion International 41 

Kaplan, David W., Head of Adolescent Medicine, Professor of Pediatrics, 

University of Colorado School of Medicine 53 

Mann, Cindy, Senior Fellow, the Kaiser Commission on Medicaid and 

the Uninsured 57 

Mcllhaney, Joe S., Jr., the Medical Institute for Sexual Health 47 

Scanlon, William J., Director, Health Care Issues, U.S. General Account- 
ing Office 64 

Material submitted for the record by: 

American Civil Liberties Union, prepared statement of 107 

American Hospital Association, prepared statement of 109 

Diggs, John R., prepared statement of 109 

Golden, Alma L., prepared statement of 112 

Richards, Cory L., Alan Guttmacher Institute, letter dated May 1, 2002 ... 114 

(in) 




WELFARE REFORM: A REVIEW OF ABSTI- 
NENCE EDUCATION AND TRANSITIONAL 
MEDICAL ASSISTANCE 


TUESDAY, APRIL 23, 2002 

House of Representatives, 

Subcommittee on Health, 
Committee on Energy and Commerce, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 3 p.m., in room 
2322, Rayburn House Office Building, Hon. Michael Bilirakis pre- 
siding. 

Members present: Representatives Bilirakis, Upton, Greenwood, 
Norwood, Buyer, Pitts, Tauzin (ex officio). Brown, Waxman, Strick- 
land, Barrett, Hall, Stupak and Green. 

Also present: Representative Harman. 

Staff present: Erin Kuhls, majority counsel; Steven Tilton, health 
policy coordinator; Eugenie Edwards, legislative clerk; Amy Hall, 
minority professional staff member, John Eord, minority counsel; 
Bridgett Taylor, minority professional staff member; Karen Eolk, 
minority professional staff member; and Jessica McNiece, staff as- 
sistant. 

Mr. Bilirakis. I now call to order this hearing of the Health Sub- 
committee and would like to thank our witnesses for taking the 
time to appear before us today and I feel sure that your testimony 
will prove valuable as we consider reauthorizing our Nation’s wel- 
fare laws. 

The Personal Responsibility and Work Opportunity Reconcili- 
ation Act of 1996 reformed our Nation’s welfare laws to put an em- 
phasis on work and end the seemingly endless cycle of dependence 
that was present under the old Aid to Eamilies with Dependent 
Children program. 

The Health Subcommittee has jurisdiction over two areas of this 
landmark legislation which will be the focus of today’s hearing. The 
issues that we’re considering today are accurately captured, I feel, 
by the title of the 1996 law. Personal responsibility is encompassed 
by the funding provided to Title V of the Social Security Act related 
to abstinence only education. Title V allocated $50 million for fiscal 
years 1998 to 2002 for block grants to States for development of ab- 
stinence only education programs. To date, 49 of the 50 States have 
elected to participate in this program and I think this suggests that 
States have a high interest in abstinence only education programs. 

I’m very pleased that my own Satte of Florida has elected to par- 
ticipate in this program. In fact, today we will hear from Jac- 

( 1 ) 
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queline Del Rosario who will provide our subcommittee with valu- 
able real world and I underline real world data on Florida’s experi- 
ence. So often up here in Washington we don’t have the oppor- 
tunity to hear from experts like Ms. Del Rosario who have real 
world exposure. Again, I welcome you particularly Ms. Del Rosario. 
I’m anxious to hear more about the near 100 percent success that 
your program has achieved with respect to limiting teen pregnancy 
rates. 

Transitional medical assistance is the second component, God 
knows, a very significant one the 1996 law that is under this sub- 
committee’s jurisdiction. As we all know, the costs of health insur- 
ance continue to rise. Many low income individuals who move from 
welfare to work often take low wage jobs that do not offer private 
health insurance coverage. Transitional medical assistance extends 
Medicaid coverage to these former welfare recipients for up to 1 
year after they leave the rolls. Obviously, the potential loss of one’s 
health insurance would be a significant disincentive to leaving wel- 
fare and entering the work force. Transitional medical assistance 
removes this barrier and ensures people do not have to sacrifice 
their health care in order to enter the work force. 

I would like to again thank our witnesses for appearing before 
us today and now I’m pleased to recognize the ranking member, 
Mr. Brown, for his opening statement. 

Mr. Brown. Thank you, Mr. Chairman, I want to welcome our 
witnesses, thank you for joining us today. 

Although there’s no funding for the transitional medical assist- 
ance program in the Republican budget blueprint, reauthorization 
of this program isn’t or shouldn’t be a partisan issue. I appreciate 
your willingness, Mr. Chairman, and Chairman Tauzin’s willing- 
ness to focus on TMA this afternoon. 

The President’s budget includes funding for 1-year extension of 
TMA because to quote their budget document “this coverage helps 
ensure the work pays for families by preventing them from losing 
their health coverage when they start jobs.” Well put, but actually, 
the fundamental goal of welfare to work is not to increase the num- 
ber of individuals who enter the workplace, it’s to increase the 
number of individuals who stay in the workplace. Employers who 
have hired welfare recipients have stated that access to help insur- 
ance is one of the five most important factors that keep those work- 
ers on the job. The TMA program makes sense. There are steps we 
can take to strengthen and improve the program that also makes 
sense. 

TANF has a 5-year authorization. TMA should be a 5-year au- 
thorization too. TMA is weighed down by some counter-productive 
regulatory requirements. I know how much my friends on the other 
side of the aisle hate government regulations. Here’s a golden op- 
portunity to eliminate some of them. 

Let me give one example. Even though TMA recipients are eligi- 
ble for 6 months regardless of income, these recipients must peri- 
odically go to the welfare office to report their income so individ- 
uals who are newly employed must take several days off from work 
to report information irrelevant, really irrelevant to their TMA eli- 
gibility or they will lose their TMA eligibility. We need to do some- 
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thing about that and other needless hurdles that compromise the 
reach and the effectiveness of the program. 

There’s another logical step that we can take. We can restore 
Medicaid eligibility to legal immigrants, banning legal immigrant 
families, families that work here, pay taxes here just like all of us 
in this room, banning legal immigrant families from the Medicaid 
program is unfair, it’s arbitrary and it’s foolish. Reducing the num- 
ber of uninsured is a bipartisan goal. You can search high and low 
and not find a more effective way to contravene that goal than by 
excluding legal immigrants from Medicaid. Immigrants are more 
than twice as likely to be uninsured as non-immigrants. Our col- 
leagues, Mr. Waxman and Mr. Diaz-Balart, have introduced legis- 
lation, H.R. 1143 which would remove that Medicaid ban. If we 
took no other action this year to expand insurance coverage, we 
should at least retrace our footsteps and incorporate H.R. 1143 into 
this year’s TANF reauthorization. 

I want to turn to the other topic of this afternoon’s agenda, absti- 
nence only education. The key word is “only.” I doubt there is any 
parent or policymaker who opposes featuring abstinence as a criti- 
cally important component of sex education. We know for a fact 
that very few parents favor abstinence only education. A recent poll 
shows that 90 percent of parents with adolescents at home want 
their child’s sex education program to cover both abstinence and 
general information covering topics like birth control. Yet, if a 
State wants to use Federal tax dollars to provide sex education it 
must agree to use an abstinence only curriculum. There appears to 
be a major disconnect. And I have to say it’s ironic that we’re con- 
sidering Medicaid and abstinence only education in the same hear- 
ing. The administration, the Republican majority are generally 
very supportive of State flexibility. That’s nowhere more apparent 
than in Medicaid. Look for the fine print in the Medicaid flexibility 
waivers. There really isn’t any. These waivers and the President’s 
Rx drug waivers are a hair’s breath away from the blank check. 
But when it comes to any issue like abstinence only education, it’s 
somehow Okay for this administration, it’s okay for the Federal 
Government to put a chokehold on the States. It’s a Federal State 
matching program with a curriculum wholly dictated by the Fed- 
eral Government. So sometimes we want States’ rights, other times 
when it doesn’t serve our purpose, we don’t. 

To protect our kids and respect their parents’ wishes. States 
should be able to use this funding to promote abstinence in the con- 
text of real world choices and implications. 

Thank you, Mr. Chairman. 

Mr. Bilirakis. I thank the gentleman. Mr. Upton, for an opening 
statement. 

Mr. Upton. Well, thank you, Mr. Chairman, for convening this 
hearing. As a lead sponsor of H.R. 4122, legislation reauthorizing 
these programs. I’m very pleased that we’re moving in a very time- 
ly manner to reauthorize these vital components of the 1996 Wel- 
fare Reform Bill. 

Anyone who doesn’t think abstinence education works has only 
to examine the Michigan record. Begun in 1993, Michigan’s Absti- 
nence Program, MAP, is an innovative approach implemented 
through the community empowerment model. Community coali- 
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tions plan, implement, evaluate, revise, and monitor the program. 
It works. For the last 3 years in a row, Michigan has received a 
bonus award from the Department of HHS given each year to up 
to five States which experience the largest decrease in their ratio 
of out-of-wedlock to total hirths, while also experiencing a reduction 
in their abortion rate. 

Too many of our children’s dreams have been cut short by bad 
decisions that dramatically alter the course of their lives. Absti- 
nence education programs give our young both the inspiration and 
education that they need to make good, healthful decision. Our 
young people look to us for clear messages and for help in setting 
high standards for themselves. Abstinence education programs will 
give them that help, that is for sure. 

It is also vital that we reauthorize the TMA, Transition Medical 
Assistance Program. One of the greatest disincentives to leaving 
the welfare rolls and entering the workforce is the loss of Medicaid 
coverage, particularly for children. It is important that we ensure 
that former welfare recipients and their families do not abruptly 
lose their coverage. This legislation, H.R. 4122, extends that vital 
program for another year. We look forward to today’s hearing and 
we look forward to working with the chairman and I yield back the 
balance of my time. 

[The prepared statement of Hon. Fred Upton follows:] 

Prepared Statement of Hon. Fred Upton, a Representative in Congress from 

THE State of Michigan 

Mr. Chairman, thank you for convening today’s hearing to review the Abstinence 
Education and Transitional Medical Assistance programs. As the lead sponsor of 
H.R. 4122, legislation reauthorizing these programs, I am very pleased that we are 
moving in a timely manner to reauthorize these vital components of the 1996 wel- 
fare reform bill. 

Anyone who doesn’t think abstinence education works has only to examine the 
Michigan record. Begun in 1993, Michigan’s Abstinence Partnership (MAP) program 
is an innovative approach implemented through the community empowerment 
model. Community coalitions plan, implement, evaluate, revise and monitor the pro- 
gram. Parent education is provided to encourage effective communication with youth 
about the importance and benefits of choosing abstinence. For the last three years 
in a row, Michigan has received a bonus award from the Department of Health and 
Human Services given each year to up to five states which experience the largest 
decrease in their ratio of out-of-wedlock to total births, while also experiencing a re- 
duction in their abortion rate. 

And Michigan is far from alone in embracing abstinence education as an effective 
means of reducing teen pregnancies and out-of-wedlock births and of protecting our 
young people from the scourge of sexually transmitted diseases. State participation 
in the Title V abstinence education program is voluntary, and for every four dollars 
in federal funding states receive, they must put in three dollars in non-federal fund- 
ing. Yet interest in this program is high. Today, 49 out of the 50 states are partici- 
pating in the program, and over one-third of all school districts in the nation now 
choose to teach abstinence education in their classrooms. As part of their abstinence 
education programs, states and local grantees have launched media campaigns to 
influence attitudes and behavior, developed abstinence curricula, revamped sexual 
education classes, started mentoring programs, and implemented many other cre- 
ative and effective approaches to encourage abstinence. 

It is important to note that reauthorizing the Title V Abstinence Education pro- 
gram will in no way affect federal support for other teen pregnancy prevention/sex- 
ual education programs. There are at least 25 federal programs providing funding 
for contraceptive/sex education, while there are only 3 abstinence-focused programs. 
Contrary to claims that you may have heard about restrictions on what may he dis- 
cussed in abstinence education programs, nothing in the federal law or guidelines 
to the states prohibits the discussion of any subject. And contrary to the claim that 
there is no scientific evidence that abstinence programs work, there are in fact ten 
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scientific evaluations available showing that abstinence education is effective in re- 
ducing early sexual activity. 

Since the 1996 enactment of welfare reform including abstinence education, teen 
pregnancy and birthrates have been falling. That is good news, but we need to con- 
tinue and build on this success. Out-of-wedlock births are often disastrous for moth- 
ers, children, and society as a whole. Children horn out of wedlock are far more like- 
ly to be poor, suffer ill health, drop out of school, and in the case of boys, are twice 
as likely to commit a crime leading to incarceration by the time they reach their 
early thirties. 

Sexually transmitted diseases (STDs) have reached epidemic proportions in our 
country, placing the health and lives of sexually active young people in serious peril. 
In the 1960s, one in 47 sexually active teenagers was infected with an STD. Today, 
one in four is infected. Young people need to know that having sexual relations puts 
them at risk not only for HIV/AIDS, but also herpes, which is incurable and may 
infect babies during birth resulting in severe damage or death. Teens need to know 
that they are at risk for Human Papillomavirus (HPV), which is the leading viral 
STD and which causes nearly all cases of cervical cancer. And they need to know 
that scientific research shows that condom use offers relatively little protection from 
herpes and no protection from HPV. Abstinence education programs provide this in- 
formation. 

Too many of our children’s dreams have been cut short by poor decisions that dra- 
matically alter the course of their lives. Abstinence education programs give our 
young people both the inspiration and education they need to make good, healthful 
decisions. Our young people look to us for clear messages and for help in setting 
high standards for themselves. Abstinence education programs will give them that 
help. 

It is also vital that we reauthorize Transitional Medical Assistance. One of the 
greatest disincentives to leaving the welfare rolls and entering the workforce is the 
loss of Medicaid coverage, particularly for children. It is important we ensure that 
former welfare recipients and their families do not abruptly lose their coverage. H.R. 
4122 extends this vital program for one year. 

I look forward to today’s hearing and to moving to a full Committee markup on 
these two important parts of welfare reform. 

Mr. Bilirakis. The Chair thanks the gentleman. Mr. Waxman, 
for an opening statement. 

Mr. Waxman. I think Mr. Hall is here before me. 

Mr. Bilirakis. Were you here when the gavel went down? 

Mr. Waxman. No, I wasn’t. 

Mr. Bilirakis. Mr. Hall for an opening statement. 

Mr. Hall. Mr. Waxman got up here before I did, by many years. 

Mr. Waxman. You’re a fine, young man. 

Mr. Hall. And I’d be glad to follow Mr. Waxman any time. 

Mr. Chairman, I want to thank you for bringing this before the 
subcommittee, these bills, abstinence education and transitional 
Medicaid assistance, both of which, I think, are critically important 
to providing critical health care need for the most vulnerable of our 
country. 

I’m pleased to be the Democratic co-sponsor of both reauthoriza- 
tions and I hope there will be bipartisan support for their passage. 
The abstinence education bill is simply reauthorization of Title V 
funding to promote adolescent health, prevent teen pregnancy and 
reduce sexually transmitted diseases by stressing abstinence. 
Teaching our children to abstain from sexual activity is one abso- 
lute way to prevent pregnancy. Of course, there are others. Unfor- 
tunately, some people feel that this legislation threatens family 
planning and contraceptive programs. Although I might be willing 
to threaten family planning and contraceptive programs, this bill 
doesn’t do it. 

These Title V funds do not impact other family planning pro- 
grams and are not mutually exclusive of other sex education meth- 
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ods. Funding abstinence education simply expands the options our 
communities will have at their disposal to help reduce teenage 
pregnancy. We’re all in agreement that teenage out-of-wedlock 
pregnancies is a problem that we have to address. Why then do we 
want to prevent our communities from gaining access to this impor- 
tant tool? 

Mr. Chairman, a vote against providing a meager $50 million for 
abstinence education isn’t bolstering family planing and contracep- 
tive sex education methods. It’s a vote against a complementary 
tool in protecting our teens. 

The other piece of legislation I’ve co-sponsored is the reauthoriza- 
tion of transitional Medicaid assistance. This program extends 
Medicaid benefits for 1 year to those people who are succeeding in 
removing themselves from the welfare roles. Many poor and near 
poor families cannot afford their own health insurance, even if they 
are working, yet they may not qualify for Medicaid in some States. 
By bridging this gap, this helps families to stay off of welfare. I 
hope both my Democratic and Republican colleagues will join me 
in supporting these two important critical reauthorizations. Both 
have proven effective in the past and I believe it could be a dev- 
astating shock to our community should these programs disappear. 

I yield back my time. 

Mr. Bilirakis. Thank you. Dr. Norwood, for an opening state- 
ment. 

Mr. Norwood. Thank you, Mr. Chairman. I’m anxious to hear 
from our witnesses and with that I would ask permission to put my 
statement in the record and thank you for having the hearing. 

Mr. Bilirakis. Without objection, the opening statement of all 
members of the subcommittee will be made a part of the record. 

Let’s see, Mr. Waxman, for an opening statement. 

Mr. Waxman. Thank you very much, Mr. Chairman. Unfortu- 
nately, this committee has chosen to limit this hearing today to 
only some of the areas in this committee’s jurisdiction which are 
part of welfare reform. We’re looking at transitional Medicaid as- 
sistance for people leaving the welfare rolls for work and we’re 
looking at the abstinence education program established in the 
Welfare Reform Law of 1996. But the Majority is studiously ignor- 
ing the ban on Medicaid coverage for legal immigrant children and 
pregnant women that resulted from the anti-immigrant provisions 
that were forced through this Congress in 1996, under the guise of 
reforming the welfare system. That policy was wrong then and it’s 
wrong now. Banning coverage of legal, immigrant children and 
pregnant women for 5 years after entering the country and con- 
tinuing to attribute the sponsor’s income to the near permanent 
barrier occurs is worse than simply short-sighted health policy. It 
is a perverse and insidious discrimination against legal immigrants 
who work and pay taxes. It risks long-term health effects on chil- 
dren born without prenatal care. It undermines efforts for broad 
participation of children in the Medicaid and the SCHIP programs. 
And we’re not just ignoring the topic in today’s hearing, the lim- 
ited, narrowly drawn mark-up vehicle the committee will consider 
tomorrow is obviously designed to block members from having any 
opportunity to redress this wrong. Some might even conclude that 
this is clearly an effort to protect members from voting on this 
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issue. Better to discriminate in the dark than vote directly on this 
mean-spirited policy. 

I conclude that this is an intentional action in response to the 
wishes of this administration. It leaves legal immigrant children 
and pregnant women without health care and it leaves States hold- 
ing the bag. If they want to provide coverage, as many do, they 
have no Federal matching assistance. It is ironic indeed that this 
administration which seems willing to waive just about any re- 
quirement of Medicaid law has refused to use its waiver authority 
to allow States to cover legal immigrant women and children and 
now has also blocked consideration of legislation to remedy this. 

This decision denies our colleague representative, Lincoln Diaz- 
Balart, the lead sponsor of H.R. 1143, the Legal Immigrant Chil- 
dren’s Improvement Act and the 118 bipartisan co-sponsors who 
have joined us on the bill the opportunity to vote on remedying this 
policy. This is the right time to end that discrimination and this 
is the right mark-up to take action on that legislation. It is doubly 
ironic that instead, we’re focusing on continuing a program of absti- 
nence education that has very little to do with good health policy, 
but a lot to do with the political agenda. 

Let’s be clear. No one is against abstinence. No one is dismissing 
the advantages of abstinence, particularly to young people who are 
not yet mature enough to make important life choices. No one is 
against educating young people about the advantages of absti- 
nence, but it is a ridiculous policy to pretend that people, including 
young people, will not be sexually active whatever we may tell 
them. They need to know how to protect themselves from un- 
wanted pregnancies and from transmission of sexually transmitted 
diseases and HIV. This knowledge can literally be the difference 
between life and death. 

A program that purports to be about public health, but which 
does not allow open and complete communication on all the ways 
of avoiding unwanted pregnancies and transmission of sexually 
transmitted diseases and HIV is not just a poor program, but a 
harmful program. A gag rule on information is no way to solve a 
serious public health problem and I’m pleased that our colleague. 
Congresswoman Harman, will be offering some amendments on 
this subject. I hope we can get bipartisan support. 

In closing, let me note that the Transitional Medical Assistance 
Program which is also being considered today is a vital part of any 
successful effort to move people off welfare and into the work force. 
I believe this program has broad support on both sides of the aisle. 
In view of that, it is particularly regrettable that the legislation be- 
fore the committee tomorrow is limited to a 1-year extension of 
Transitional Medical Assistance. Obviously, it takes much more — 
it would make much more sense to reauthorize this program for 
the full period of reauthorizatoin of TANF. I hope my colleagues on 
the committee would recognize the clear advantage of that and 
will 

Mr. Bilirakis. The gentleman’s time has expired. 

Mr. Waxman. Just to complete the sentence. That presents itself 
on the floor or in conference to achieve that result. 

Mr. Bilirakis. The Chair recognizes the chairman of the full 
committee, Mr. Tauzin, for an opening statement. 
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Chairman Tauzin. Thank you, Mr. Chairman. I want to thank 
you for holding this very important hearing. Reauthorization of the 
landmark 1996 Welfare Reform Law is an important priority for 
Congress this year. In the next few weeks, in fact, we will he un- 
dertaking this very worthy task and the hearing and the testimony 
that this panel will provide today will help us in that effort. I want 
to thank you for coming and sharing with us today. 

We’re focusing on two welfare reform issues within the commit- 
tee’s jurisdiction — abstinence only education and transitional med- 
ical assistance. I understand there are differences of opinion re- 
garding one of these issues, which I expect will produce a healthy 
bit of debate today. Back in 1996, Congress passed, and President 
Clinton signed into law, welfare reform legislation. This law in- 
cluded a permanent appropriation of $50 million over 5 years for 
abstinence only education. Almost every State has participated in 
this State block grant program voluntarily. To do so, they have to 
match every $4 Federal with $3 of their own, which suggests a very 
high State interest in using abstinence only education as one way 
to address teen pregnancy. We’ve seen an incredible reduction in 
the rates of teen pregnancy in this country and, more importantly, 
a huge reduction in the number of children living under poverty. 
Obviously, the program is working and we need to continue it. 

In fact, to address the States’ high teen birthrates and sexually 
transmitted disease rates, my own State of Louisiana has applied 
for and received funding for abstinence only education under Title 
V. The goals of the Louisiana program are laudable, to reduce teen 
pregnancy and STD rates by delaying the onset of sexual activity, 
to decrease risk behaviors and to educate young people concerning 
the importance of obtaining self-sufficiency and marriage before en- 
gaging in sexual activity. 

Louisiana has a coordinated state-wide evaluation plan in place 
to measure the effect of the program in meeting these goals. This 
important program reaches kids through 10 community based 
projects that are designed to promote sexual abstinence among ado- 
lescents ages 13 through 19. The program also uses public and pri- 
vate schools to get the abstinence message to teens and pre-teens 
through clubs established in 30 high schools in various school dis- 
tricts across the State, and in seventh grade health classes in var- 
ious junior high schools in our State. 

I look forward to the testimony of Ms. Del Rosario who will speak 
firsthand about her experience spreading the message of abstinence 
to at risk teens through her program entitled Recapturing the Vi- 
sion. Her program strengthens students, providing them with accu- 
rate information to promote healthy sexual decisions and behaviors 
so that these students can build a much brighter future for them- 
selves. I want to thank you for traveling from Florida to be with 
us today. 

We will also hear today testimony from Dr. Joe Mcllhaney, who 
after nearly 30 years of practice as a gynecologist is dedicating 
himself to addressing two medical problems affecting our Nation’s 
youth, out-of-wedlock pregnancy and sexually transmitted disease 
issue. 
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I would also like to thank and welcome Dr. Kaplan, a professor 
from the University of Colorado, School of Medicine, who has a dif- 
ferent perspective through his work as a pediatrician. 

This hearing will also focus on an important work support for 
former welfare recipients. Transitional Medical Assistance. This 
benefit ensures that former welfare recipients have health care cov- 
erage after entering the work force. It is due to expire this year. 
We all recognize that this assistance provides a valuable incentive 
for people to move off of welfare. In fact, the President said, if you 
want to value and measure compassion in the welfare area, it’s not 
on how much we spend on welfare, how many people are on wel- 
fare, but how many people we rescue from that system and actually 
introduce to the world of self-respect and decency, to a world where 
they’re not dependent upon someone else, but they have their own 
independent life. That is indeed the goal of this hearing today. 

Cindy Mann from the Kaiser Commission on Medicaid and the 
Uninsured and Bill Scanlon from the General Accounting Office are 
here today to highlight the benefits of Transitional Medical Assist- 
ance and we look forward to hearing from them. 

Ms. Bilirakis, let me thank you again for holding this important 
hearing and I yield back the balance of my time. 

Mr. Bilirakis. I thank the chairman. Mr. Stupak for an opening 
statement. 

Mr. Stupak. I’ll pass, Mr. Chairman. 

Mr. Bilirakis. Dr. Norwood? 

Mr. Norwood. I’ve already passed. 

Mr. Bilirakis. You’ve already passed, haven’t you. Mr. Pitts. 

Mr. Pitts Thank you, Mr. Chairman, for holding this important 
hearing today. In the 1996 Welfare Reform Law, Congress provided 
$50 million each year for fiscal year 1998 to 2002 for abstinence 
only education to help our Nation’s young people avoid unplanned 
pregnancies, sexually transmitted diseases and the emotional con- 
sequence of sex outside of marriage. I am pleased that the legisla- 
tion before us today will reauthorize this program for the next 5 
years at $50 million a year. 

Mr. Chairman, as we address this issue, we must be aware of the 
consequences of early sexual activity, the undesirable contents of 
conventional safe sex educational programs and the findings con- 
cerning the effectiveness of genuine abstinence programs. Absti- 
nence education is essential to reducing out-of-wedlock child- 
bearing, preventing sexually transmitted diseases and improving 
emotional and physical well-being among our Nation’s youth. True 
abstinence education programs help young people to develop an un- 
derstanding of commitment, fidelity and intimacy that will serve 
them well as the foundations of healthy marital life in the future. 
Abstinence education programs have repeatedly been shown to be 
effective in reducing sexual activity among their participants. In 
my State of Pennsylvania, abstinence education and related serv- 
ices is a $3.8 million initiative. The Pennsylvania program incor- 
porates local communities in crafting and implementing the absti- 
nence services. It emphasizes the role of parents and guardians in 
teaching the skills to empower youth to abstain from sexual activi- 
ties as well as ask the role of health care providers in providing 
counseling and guidance to teens and their parents. 
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Pennsylvania also has a strong media component to their absti- 
nence education program in which a television, radio or movie the- 
ater campaign encourages parents to talk to their kids about sexual 
matters. I’m also pleased to report that the Pennsylvania Depart- 
ment of Health is able to use some TANF funds to create an absti- 
nence curriculum targeting Latino youth. While preliminary re- 
ports sound promising, I’m looking forward to seeing the final eval- 
uation of the entire project in Pennsylvania when the grant ends 
in September 2002. 

Mr. Chairman, as we review this issue, I think we need to realize 
that sexually transmitted diseases including incurable viral infec- 
tions have reached epidemic proportions. Annually, 3 million teen- 
agers contract STDs. STDs afflict roughly 1 in 4 teens who are sex- 
ually active. Second, early sexual activity has multiple negative 
consequences for young people. Research shows that young people 
who become sexually active are not only vulnerable to STDs, but 
also likely to experience emotional and psychological injuries, sub- 
sequent marital difficulties and involvement in other high risk be- 
haviors. Third, conventional safe sex programs, sometimes erro- 
neously called abstinence plus programs, place little or no empha- 
sis on encourage young people to abstain from early sexual activity. 
Instead, such programs strongly promote condom use and implicitly 
condone sexual activity among teens. This is not true abstinence 
education. And finally, despite claims to the contrary, there are sci- 
entific evaluations showing that real abstinence programs can be 
highly effective in reducing early sexual activity and I would like 
to ask unanimous consent to submit for the record a summary of 
these evaluations. 

[The material follows:] 
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Do Condoms Prevent 
HPV Infection? 



N.^lTIOXAI, iK-STlTl.TTF OF Afcl.EUtiY A\'n Ij^TFC-'TIOUS DiSTiAjiKS 


“For HPV, the Panel concluded that there was no epidemiologic 
evidence that condom use reduced the risk of HPV infection.” 

Except from My 20, 2001 “Workshop Summary; Scientific EvitJccce on Condom Effectiveness for 
Saojally Traosinitted Disease (STD) Prevention” prepared by the National Institute of Allergy and 
Infectious Disease 


“Condoms are ineffective against HPV because 
the virus is prevalent not only in mucosal tissue 
(genitalia) but also on diy skin of the 
surrounding abdomen and groin, and it can 
migrate fl-om those areas into the vagina and the 
cervix. Additional research efforts by NCI on 
the effectiveness of condoms in preventing HPV 
transmission are not warranted.” 

Excerpt from a February 19, 1999 letter to House Commerce 
Committee Chainnan Tom Bliley from 
Dr. Richard D. Klausner, Director of the National Cancer 
Institute at the National Institutes of Health 
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"Recent research shows that condoms 
("rubbers") cannot protect against infection 
with HPV. This is because HPV can be passed 
fixjm person to person with any skin-to-skin 
contact witii any HPV-infected area of the 
body, such as skin of the genital or anal area 
not covered by the condom. The absence of 
visible warts cannot be used to decide whether 
caution is warranted, since HPV can be passed 
on to ano Aer person even when Aere are no 
visible warts or oAer symptoms. HPV can be 
present for years wiA no symptoms.” 

E^cerpi from the American Cancer Scrcie^ website 
(www.cajK«r.nrg). 



“The data on Ae use of barrier meAods of contraception to prevent Ae 
spread of HPV is controversial but does not support Ais as an effective 
method of prevention. ... Reducing Ae rate of HPV infection by encouraging 
changes in Ae sexual behavior of young people and/or through developing an 
effective HPV vaccine would reduce Ae incidence of Ais disease.” 


National Institutes of Health Consensus Devebpment Conference Statement on Cervical Cancer, 
April 1-3, 1996 
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^ EXPANDJTORY Papliloma virus, using PIfi tied to cervical cancer risk 


Chicago Sim-Times, 03/27/02 

LONDON— Women infected with the common Mxually transmitted human papilloma vims have a 
higher risk of developing cervical cancer if they have tai^n birth control pills for more than five years, 
new research indicates. 

Experts say the study supports what many gynecologists Imve long suspected— a causal link between the 
Pill and cervical cancer. 

Previous studies have not ruled out the possibility that women who t^e the Pill may simply be more 
likely to be infected with HPV, the main cause of the cancer. 

"This study suggests that if you've got an HPV infection, oral contraceptives may actually be promoting 
the rate at whi^ that progresses to cani^," said Dr. Jack Cuzick, head of mathematics, statistics and 
epidemiology at Cancer Researrii UK in London. He had no link with the study. 

Nearly all sexually active women will be infected by HPV sometime during their lives, but in most cases 
the immune sjretem quickly eliminates it. The key issue is why, in some cases, the virus does not go 
away. If the infection pemists, the chances of cancer increase enormously. 

The study was conducted by the International Agency for Research on Cancer, an arm of the World 
Health Organzation. 

WHO researchers found that women who had taken the Pill were no more likely than the others to be 
earners of HPV. But those infected with HPV who had used birth control pills for an accumulated total 
of five yeaj^ or mote were nearly three times more likely to develop cervical cancer than HPV-inf^ted 
women who had never taken the Pill. 

The increased risk persisted for up to 1 4 years after stopping the contraceptives. 

Women who had taken the Pill for 1 0 ycais or more were four times more likely to get the disease than 
dtose who had never taken it. 

Using the Pill for less than five years did not result in a higher chance of cervical cancer. 

Cervical cancer strikes 12,900 American women each year and kills 4,400 of them. 

AP 

DTviaNewsEDGE 

Copyright (c) 2002 Provided by DataTimes 
Received by NewsEdge Insight; 04/02/2002 14:24:22 
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OkJalioman Editorial: 'Dr. Tom' Was Right 


INTEGRIS HEALTH 


practicing "safe sex" might not be so safe after all. 


Community/ Norman 

Local News Network 

Hometown News 

Opinion 

Columnists 

Public Records/Obits 

Education 


A government report released last month said evidence of the 
effectiveness of latex condoms in preventing a number of sexually 
transmitted diseases is "currently insufficient." 

Although condoms are effective in preventing pregnancy, HIV infection 
and gonorrhea in men, the National Institutes of Health said more study 
is needed on condoms and "behavior interventions" such as abstinence to 
determine the best ways to prevent a raft of other sexually transmitted 
diseases. 


More Opinions 
Jim Lange Cartoon 
Write The Oklahoman 
Guidelines for Letters 


In the least the report appears to deal a serious blow to the safe-sex 
mantra delivered to the nation’s teen-agers, in particular, for a number of 
years now by government agencies and ^oups like Planned Parenthood. 

"For decades, the federal government has spent hundreds of millions of 
dollars to promote an unsubstantiated claim that promiscuity can be 
safe," Dr. Tom Cobum, former congressman ftom Muskogee, told the 
Washington Post. 

Cobum, who asked for the study last summer while he was still serving 
in the House of Representatives, long has questioned the science, 
wisdom and morality of distributing condoms to teen-agers. It looks like 
he was right. 

In the wake of the report some think Dr. Jeffrey Koplan, head of the 
Centers for Disease Control since 1998, should resign or be fired. 

The calls might be justified if it can be proved the agency has known for 
some time that condoms might be limited in preventing sexually 
transmitted diseases and continued to preach their use to America's teens 
anyway. 

Privacy Policy | Site Map ) E-mail us 

© 2001 , Produced by NewsOK 


http;//www.newsok.coni/cgi-bin/show_article?II>^740324&pic=none&TP=getopinion 
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October 5, 2000 


The Honorable Tom Cobum 
United States House of Representatives 
Washington, D.C. 20515 


Dear Representative Cobum: 

I would like to thank you for your continued efforts to educate men and women across the country 
about the human papillomavirus (HPV). I, unfortunately, am one of the thousands of women who 
contracted this virus through, v,^t I thought was, “safe sex." 

1 contracted this virus through my first sexual encounter three years ago, when I was 25 years old. 
Imagine my horror when, at my first gynecological visit, I was informed that I had a sexually transmitted 
disease - a disease I had never heard of. “Not me!” was my arrogant response. STDs, in my mind, were 
associated only with promiscuous, morally deviant individuals. This is not the case. It can happen to 
anyone. 

I have aivs^ys been a healthy, athletic, and morally principled individual. I am a college-educated 
woman and the daughter of a nurse and a doctor! Unfortunately, I made a poor choice - a poor, 
uneducated choice. I blame no one but myself for the consequences of my actions, but can’t help but 
wonder if I would have made a different choice if the facts had been previously laid out before me. 

The physical and mental effects of this virus, and the stigma surrounding it, are devastating. I have 
experienced debilitating depression and iow self-esteem. It has taken three years to gain back some 
semblance of self-respect, but the shame still lingers. 

Support for an HPV education program is NOT an endorsement for sexual promiscuity; it is, rather, 
and endorsement for abstinence. Women AND MEN need to know that condoms do not protect 
against HPV. Women need to know that HPV can be linked with S>0% of cases of cervical cancer. 

Women need to know that cervical cancer is the second-deadliest form of cancer in the world. I know 
this now...l wish I had known then. 

This is not an easy subject to discuss, and I hope you 'mil understand my desire for pri'vacy. If this 
letter will help you persuade your colleagues that this is a real issue that afiecis real people, then this 
exercise is not in vain. I am not a constituent, but rather a citizen who appreciates what you are doing, 
and prays for your success. Thank you for being a voice for those of us too ashamed to speak for 
ourselves. 

Sincerely, 


An Appreciative Citizen 


sjJ\jCunM- 
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University Wire 

February 27, 2001 


College Nurses "Most Cases of Herpes and HPV Are 
Contracted Nhile Wearing a Condom" 

Sixty-five million people are living with incurable 
sexually transmitted diseases (STDs) in the U.S., according to 
the Center for Disease Prevention and Control. This is a 
frightening reality that college students everywhere are facing, 
and many are under the illusion that a condom is giving them 
ultimate protection from everything. 

"People think they’re protected when they use a condom, 
but they're not," said Marlene Hjeldness, a nurse practitioner at 
the University of North Dakota's Student Health. "Most cases of 
herpes and HPV {human papillomavirus) are contracted while 
wearing a condom. Condoms are only good for HIV and diseases only 
spread by the body fluids, there is no protection against the 
herpes and warts that are on the skin where the condom doesn’t 
cover . " 


Hjeldness said giving a student a positive test result is 
very hard thing to do. "Most of the girls seek a female nurse 
when they come in," she said. "They are in shock, tearful and 
crying. We give them all the pamphlets we have and tell them they 
can be treated here for it. I always tell them that they can 
come and talk to me anytime. It is unfortunate, but most girls 
don’t want to talk to their friends about it." 

Hjeldness said she feels alcohol plays a major role in the 
spread of STDs on college can^uses. "Alcohol removes all 
inhibitions," she said. "Most girls will say things like 'I never 
would have done that if I wasn't drunk, ’ 'I never would have 
slept with him.' They are very saddened by the incident, and now 
they have an STD . " 

At UND, the most common STDs diagnosed are chlamydia, the 
human papillomavirus (HPV) and herpes . 

Chlamydia is one of the most common STDs diagnosed around 
the country and at Student Health, particularly in men. This 
disease is difficult to detect, as it is often asymptotic. If 
symptoms do occur, they consist of burning urination and 
discharge. Chlamydia is responsible for 200,000 cases of 
infertility each year in the U.S., and is the leading cause of 
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blindness in underdeveloped countries. There are four million 
reported cases of chlamydia each year in the U.S. In North Dakota 
alone there were 934 reported cases in 1999-2000. Of these, 158 
of them were in Grand Forks, and the highest number of them, 397, 
were reported in people ages 20-24. The second highest was 307 in 
youths ages 15-19. 

HPV is another one of the most common STDs in the country, 
causing genital warts. It is estimated that as many as 24 million 
Americans are currently infected with the reoccurring virus. The 
disease most commonly causes small warts on the genitals and in 
women is often closely associated with the development of 
cervical cancer and other genital cancers. The main problem with 
HPV is that it too will often have no symptoms. At UNO's Student 
Health, there were 58 cases of genital warts diagnosed on campus 
in the last year alone. 

There were also seven cases of Herpes Simplex diagnosed at 
student health this past year. There are two strains of the 
virus: Herpes I and Herpes II. Herpes I is what occurs as cold 
sores found on the mouth. These reoccur less than Herpes II, 
which is the same sort of blistering, but on the genitals. Herpes 
is the fastest -growing STD in America. Some statistics say that 
one in every six Americans carries the virus and a total of half 
a million are infected each year. Early syrrptoms of the herpes 
virus consist of tingling, itching and burning in the genital 
area, and are followed by redness and painful blisters. One of 
the biggest problems with herpes is that a person may not even 
know that they have it, because it is often synptomless . It is 
said that upward of 60 percent of herpes carriers don't even know 
they have it. Also, according the United States Health 
Department, one quarter of Americans over the age of IS are 
infected with the herpes virus. 

There were also 81 reported cases of gonorrhea across the 
state, with its frequency lying in the 15-24-year-old range. 

"Most (men) come in because their partner told them no, or 
because they got a call from the state," said Mark Christenson, 
M.D., at Student Heath, 

All positive diagnoses of chlamydia, gonorrhea, syphilis 
hepatitis B are reported to the North Dakota Public Health 
Department. At this point the carrier of the STD is required by 
law to report the names of their past partners to the health 
department. The past partners will then be confidentially 
contacted by the health department and informed that they have 
been in contact with someone who tested positive for the disease. 
This is a part of the ongoing effort to control the spread of 
STDs in the country. 



18 


Student Health reports that it has had no positive HIV or 
syphilis tests in years. "As a whole we've been lucky here at 
UND, " Christenson said. 

It is important for someone diagnosed with an STD to get 
treatment because oftentimes the person can slip into depression 
or withdrawal, and avoid relationships in general. Hjeldness 
feels that education is key. "I think the problems start when the 
kids are young," she said. "We have to educate kids at a young 
age so they know about these things when they get to college. The 
education also needs to continue at the college level, because 
this is when the kids are becoming infected." 

"I know it sounds impossible, but abstinence is the only 
safe way," Hjeldness said. "It's the only way v;e ' re going to 
start getting this problem under control . " 
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HHSHm (4 

FOR IMMEDIATE RELEASE Contact: HHS Press Office 

Friday, July 20, 2001 (202) 690-6343 

Sdentific Review Panel Confirms Condoms Are Effective Against HIV/ AIDS, 
Bnt Epidemiological Studies Are InsuCflcient for Otker STDs 


A special review panel l«i by HHS’ National Institutes of Health has concluded that male latex condoms 
can effectively reduce transmission of HIV/AIDS. However, the panel's report also finds that 
epidemiological evidence is insufficient to determine the effectiveness of condoms in actual use for 
preventing most other sexually transmitted diseases (STDs). 

The report confirms that correct and consistent use of condoms can reduce the ride of HIV/AIDS 
transmission. Epidemiological studies ^so drow condoms can prevent men fiom acquiring gonorrhea from 
a female partner, the report concludes. 

However, the review panel concluded that qjideroiological evidence is currently insufficient to provide an 
accurate assessment of the effectivene^ of condoms in preventtng spread of chlamydial infection, s>philis, 
chancroid, trichomoniasis, genital herpes and genital human papillomavirus (HPV) infection. 

The panel said that "because of limitations in study designs, there was insufficient evidence from the 
epidemiological studies on these diseases to draw definite conclusions" about the effectiveness of condoms 
in actual use. It noted that "the absence of definitive conclusions reflected inadequacies of the evidence 
available and should not be interpreted asproofofihe adequacy or inadequacy of the condom to reduce the 
risk of STDs." The panel also recommended further well-desi^ed research to help answer remaining 
questions. 

At the request of former Rep. Tom Cobum of Oklahoma, the National Institutes of Health, the Colters for 
Disease Control and Prevention, the Food and Drug Administration, and the U.S. Agency for International 
Development organized the workshop held in June 2000. Twenty-eight expert panel members analyzed 
more than 138 peer-reviewed, published studies on the properties and user patterns of the male lateix 
condom during penile-vaginal intercourse. 

Meta-analysis of several studies showed an 85 percent decrease in risk of HIV transmission among 
consistent condom users veraus non-users. These data provide coinpcHing evidence that consistent use of 
the latex male condom is a highly effective method for preventing HIV transmission, the report said. 
Studies also show a 49 percent tol 00 percent reduction in risk of gonorrhea among men reporting condom 
use compared wi th non-^ers. 

For the other STDs reviewed, existing studies were found insufficient to accurately assess effectiveness. 
For HPV, the panel fouiul there was no evidence that condom use reduced the risk of HPV infection, but 
study results did suggest that condom use might afford some reduction in risk ofHPV-associated diseases. 


1 r,r7 
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http;/>'www.hhs.gov/n8wVpress'200!pres/2C010720.hrm! 


STDs, including HIV infection, affect more than 65 raiillion people in. the United States. Many STDs can 
cause infertility, problems with pm^ancy, can be pa^ed from a mother to her infant. Long-teiro 
infection with HPV can cause cervical cancer if not diagnosed (through annual pap smears) and treated. In 
addition, most STDs increase the likelihood of transmitting HIV infection at least 2 to 5-fold. While most 
STDs can be treated successfully, no vaccine is currently available to prevent infection by orgimisms that 
cause STDs, except for hepatitis B. 

The workshop summary, "Scientific Evidaice on Condom Effectiveness for Sexually Transmitted Disease 
(STD) Prevention,” is available on the Web ai httD://wwvs.niaid.nih.sovMmid/ssds/condomret>ort.pdf 


Note: All HHS press releases, fact sheets and other press materials are available at 

h!tp://www.hhs. sov/news . 
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Joint Statement 


Congressman (Ret.) Tom Coburn, M.D. 
Congressman Dave Weldon, M.D. 
Physicians Consortium 
Catholic Medical Association 


It is time for the Centers for Disease Control 
and Prevention (CDC) to start telling the whole 
truth about condoms! 

The above named groups, representing more than 10,000 physicians and medical 
professionals, are gathered in Washington, D.C., today, July 24, 2001 , to testify to a health 
crisis that has devastated our nation for the last 20 years. 

The epidemic of sexually transmitted diseases (STDs) has affected millions of people in 
America and around the world. As practicing physicians, we see the pain and suffering the 
STD epidemic has inflicted upon individuals and families, and we have been attempting for 
many years to persuade the public health community that the policy of STD prevention by 
condom use cannot succeed. 

We believe the failure of public health efforts to prevent the STD epidemic in America is 
related to the CDC’s “safe-sex" promotion and its attempt to withhold from the American 
people the truth of condom ineffectiveness. 

The organizations and individuals concurring with this statement have extensive evidence 
that the CDC has systematically hidden and misrepresented vital medical information 
regarding the ineffectiveness of condoms to prevent the transmission of STDs. The CDC's 
refusal to acknowledge clinical research has contributed to the massive STD epidemic. 

We believe that the CDC may be in direct and intentional violation of a federal law (P.L. 106- 
554) passed last year that requires the CDC (and other federal agencies) to communicate 
medically accurate information to the public and to enforce the use of medically accurate 
information by contractors, grantees and sub-grantees. 

On Friday, July 20, the U.S. Department of Health and Human Services released an official 
government document detailing the research on condom effectiveness. This document 
supports our contention that condoms offer extremely limited benefit to our patients. 

Specifically, the government document, based on all available peer-reviewed clinical 
research, details the following facts about condom effectiveness: 
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STD 

Incidence 

Prevalence 

Condom Effectiveness 

HIV 

40.000 

900.000 

Relative risk = .15 

Gonorrhea 

650,000 

NA 

Women - No clinical proof 
of effectiveness 

Men - Some effectiveness 

Chlamydia 

3 million 

2 million 

No clinical proof of 
effectiveness 

Trichomoniasis 

5 million 

NA 

No clinical proof of 
effectiveness 

Syphilis 

70,000 

NA 

No clinical proof of 
effectiveness 

Genital Herpes 

500,000 

45 million 

No clinical proof of 
■ effectiveness 

Human 

Papillomavirus (HPV) 

6.5 million 

20 million 

No clinical proof of 
effectiveness 


other reputable medical organizations are also on record as saying that condoms do not 
protect against all STDs, especially against HPV. In fact, Dr. Richard D. Klausner, Director of 
the National Cancer Institute, concluded that, "additional research efforts by NCI on the 
effectiveness of condoms in preventing HPV transmission are not warranted." 

The CDC has had full knowledge of this medical literature for many years and has chosen 
not to release this information to the American public. 

We believe that the CDC made numerous attempts to delay, and even alter, the NIH 
document on condom effectiveness. Specifically, the CDC demanded the inclusion of an 
unproven and theoretical model into the document, which originally was to have included 
only empirical, peer-reviewed data. The addition of this hypothetical model not only weakens 
the scientific basis of the NIH document as originally conceived, but adds unwarranted 
confusion and misinformation to what otherwise is a clear-cut repudiation of condom 
effectiveness. By its insistence to include the hypothetical model, the CDC further 
demonstrates its apparent attempt to withhold information that women need to protect 
themselves from STDs, 

While the CDC’s model is purely hypothetical, our patients are not. They are real people with 
real medical conditions who need real information, real compassion and real treatment. 

There is nothing theoretical about the cases of STDs we see in our offices. The data in the 
NIH document, based on real people living real lives, show little or no evidence of condom 
protectiveness against real STDs. 

Our greatest concern Is for the millions of our patients and their families who have suffered 
from this policy of cover-up and deception. The CDC has promoted condom-use programs 
that have been used to educate an entire generation. Because they believed condoms would 
protect them during intercourse, millions'of women in our country now suffer from the 
ravages of diseases, including pelvic infections, infertility and cervical cancer. 

We physicians, who have depended upon the CDC to develop sound public health policy to 
protect the health and well being of our patients, are appalled at public health officials who 
are withholding the very information we need to educate and care for our patients. 

It falls upon practicing physicians, not the CDC, to help pick up the pieces in the lives of 
millions of young women who contract painful, even deadly, STDs. Everyday we see the 
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hopes and dreams, as well as the physical and emotional health, of our patients robbed by 
STDs. We demand more from the CDC, because we demand better for our patients. 

There is a health model that completely protects against all STDs; it is abstinence until 
marriage with an uninfected partner and monogamy thereafter. If we, as a medical 
community, are really serious about the STD epidemic, this is the message we must begin 
sending to our young people. But, we need the CDC’s help to do so. 

We plead with the CDC to stop using theoretical models that have no basis in actual clinical 
research, to start telling the truth and to stop breaking the law. Our patients deserve no less. 


A call to action: 


• We call upon President Bush to request the immediate resignation of Dr. Jeffrey P. 
Koplan as the Director of the CDC. Only with fresh and bold leadership at the CDC, 
dedicated to primary prevention as opposed to social ideology, can we, as a country, 
start moving toward genuine sexual health. 

« We call for the Food and Drug Administration (FDA) to require condom labeling that 
complies with the law and reflects the clinical science on condom effectiveness. 

• We call for the CDC and other federal health agencies and all government partners, 
contractors, grantees and sub-grantees to comply with the law mandating the use of 
medically accurate information based on clinical studies. 

• We call on the U.S. Department of Health and Human Services to strip federal funding 
from all government agencies, contractors, grantees and sub-grantees whose 
educational and promotional materials, including web sites, do not comply with the law 
mandating the use of medically accurate information based on clinical studies. 

• We call for a congressional hearing on the scandal of the CDC’s cover-up of information 
vital to women's health. 


July 24, 2001 

Congressman (Ret.) Tom Cobum, M.D. 
Congressman Dave Weldon, M.D. 
Physicians Consortium 
Catholic Medical Association 
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Summary of NIH Report 
On Condom Effectiveness 


STD 

Incidence 

Prevalence 

Condom 

Effectiveness 

HIV 

40,000 

900,000 

85% Risk 
Reduction 

Gonorrhea 

650,000 

NA 

Women: No 
Clinical Proof of 
Effectiveness 
Men: Some Risk 
Reduction 

Chlamydia 

3 million 

2 million 

No Clinical 
Proof of 
Effectiveness 

Trichomoniasis 

5 million 

NA 


Chancroid 

1,000 

NA 

No Clinical 
Proof of 
Effectiveness 

Syphilis 

70,000 

NA 

No Clinical 
Proof of 
Effectiveness 

Genital Herpes 

1 Million 

45 million 

No Clinical 
Proof of 
Effectiveness 

Human 

Papillomavirus 

(HPV) 

5.5 million 

20 million 

No Clinical 
Proof of 
Effectiveness 


* Source: Cates, 1999 
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The Decilnes in Adolescent Pregnancy, Birth and Abortion 
Rates in the 1990s: What Factors Are Responsible? 

By Jeffrey M. Jones. M.D., Ph.D., William Toffler, M.D.. Reed Beil. M.D., Joanna K. Mohn, M.D., Gaylen Keiton, M.D., Robert 
Weeldreyer, M.D., Hal Wallis, M.D., G. Steven Suits, M.D., John R. Diggs, Jr., M.D., Harold Cox, M.D. and Kent Jones, M.D. 


Background: During the 1990s the rates of pregnancy, birth 
and abortion among adolescents in the United States have 
declined. Taken in composite, these declines are the first in 
several decades. The question remains: What factor or 
factors are most responsible for the declines? 

Approach: The data on adolescent pregnancy and birth 
rates, abortion, contraceptive use, and sexual behavior and 
attitudes were analyzed in order to ascertain correlahon and 
possibie cause-and-effect relationships. 

Findings: The specific /actors and the exact interrelationship 
of the /actors responsible for the decline in teen pregnancy, 
birth and abortion rates cannof be precisely determined. 
However, the contention that these declines are due to 
increased contraceptive use by teenagers does not withstand 
critical analysis and review. Out-of-wedlock birthrates to 
sexually experienced female teens rose 29% from 1988 to 
1995, despite a 33% increase in the use of condoms at last 
intercourse. 

Decreased rates of pregnancy, abcrfion and births 
among the entire adolescent cohort seem to correlate with a 
corresponding decrease in teenage sexual activity. Because 
of the difficulty in precisely determining the cause of these 
positive trends, the issue as to why adolescents have 
become increasingly involved in abstinent behavior should be 
the subject of further study. 

Summary: Abstinence and decreased sexual activity among 
sexually active adolescents are primarily responsible for the 
decline during the 1990s In adolescent pregnancy, birth and 
abortion rates. Attributing these declines to increased 
contraception is not supported by the data. Intervention 
programs focused on abstinence may have significantly 
contributed to the decline in sexual activity, but further 
research is needed to test this hypothesis. 


Background 

Beginning in the 1960s and 1970s, various statistical 
measures confirmed a dramatic increase in sexual activity by 
adolescents as reflected by the consequences. 

• The birthrate among unmarried females aged 15 to 19 
years increased 90% from 22.4 per 1,000 in 1970 to 42.5 
per 1,000 in 1990.’ 

* The abortion rate among females aged 1 0 to 19 years 
rose 94% from 9.7 per 1 ,000 in 1972 to 18.8 in 1990.^ 

With few period-to-period exceptions through the late 
1980s, these consequential statistics reflected a steady 
increase in teens having sex. However, in recent years the 
trend in the measures of these consequences has begun to 
moderate and even reverse. 

The birthrate declined 4.2 percent for unmarried 
female teens and 11.9 percent for all female teens from 1991 
to 1996 (Table A). 


Table A 

1991 

1996 

% change 

Birthrate per 1 ,000 
females aged 15 to 19 

TotaP 

Unmarried* 

62.1 

44.8 

' 54,7 

42.9 1 

-11.9% 

-4.2% 


Abortions were not responsible for the drop in the 
birthrate. In fact, rate of abortions for teens dropped during a 
»milar penod (Table B). 


Table B 

1990 I 

1995 

% change 

Aborfion rate per i ,000 
females aged 10 to 1 9 
years® I 

18.8 

13.5 

-28.2% 


Correspondingly, the rate at which teenagers 
became pregnant fell 9.1 percent between 1992 and 1995 
(Table C). 


Table C 

1992 j 1995 

% change 

Teenage pregnancy rate 
per 1 .000 famales® 

99.7 1 90.6 1 

-9.1% 


An Increase in Contraception? 

Immediately after the data above were released in May and 
Jure of this year advocates of safer-sex programs pointed to 
increased condom use by teens as a principle reason for the 
declines in pregnancy and birth rates. Consider the following: 

“Contributing to this decline in (birthrates} are indications that, ..sexually 
active teenegers ere more likely to use contraception.’' Centers for 
Disease Contrd 

'Those (teens] who do have sex are using contraceptives more reliably.'' 
Wastiinglon Post 

“Their (female teens} likelihood of pregnancy has decreased. Increases 
in contraceptive use by adolescent females contribute to this change." 
HHS 

“Increased contraceptive use - espeoially condoms - was a major factor 
in the decihe of unintended pregnancies." NARHP 

And their claims were not without some statistical 
support. After all, condom use at last intercourse increased 
significantly by both teenage males (+21%) and females 
(+33%) from the late 1980s through the mid 1990s (see 
Table D). Condom use increased even more among specific 
high-risk teenage demographic groups, such as black 
females, a cohort that also experienced a significant increase 
in the use of Norplant and Depo-Provera. 

The decline in pregnancy and birth rates and 
increase in condom use led to Uie premature conclusions that 
total contraception rales increased and were responsible for 
the declining birthrates. But, in matters of statistical and 
behavioral research, formulating conclusions during the initial 
review of data is a careless practice. 
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Contraception-Use Rates Have Not increased 
A more complete review of sexual practices by teenagers 
from 1 988 to 1 995 is not compatible with the view that 
contraception-use rates increased. Total contraception-use 
rates not only did not increase - the data indicate that they 
may have actually declined slightly (Table D), 


Table D 

Coatraceplive use 
during last 
intercourse by 
sexually active 

1968 

1995 

Change in 
combined 
contraceptive 
use. '88 to '95 

Condoms 

Oral 

Combined 

Condoms 

Oral 

Combined 

Males, 15-19 (and 
rartnert' 

63% 

37% 

90% 

64% 

28% 

92% 

*22% 

Femaies, 15-19 
(and partner)' 

27% 

42% 

69% 

36% 

23% 

59% 

•14 5% 


In order to compare 1995 with 1988, the data for oral 
and condom contraceptive use was added in Table D to yield 
combined contraceptive use at last intercourse. This 
calculation includes only oral and condom contraceptives for 
two reasons. First, these two methods represent the 
dominant contraception of choice by teens in both 
comparison years. Second, data for injectable and 
implantable contraception is not available for 1988. 

The combined data show tfiat while condom use did 
increase, the rise was more than offset by a decrease in the 
use of oral contraceptives. From 1988 to 1995, sexually 
active adolescent females increased their use of condoms at 
last intercourse by 33 percent (36% vs. 27%), but decreased 
their use of oral contraceptives by 45 percent (23% vs. 42%). 

Thus, these females were 14,5 percent jess likely to 
use condoms or ora! contraception in 1995 compared to 
1988. This fact led Joyce Abma from the National Center for 
Health Statistics and Freya L. Sonenstein from the Urban 
Institute to make U)e following statement: 

“Between 1988 and 1995 there has been little 
change In the proportion of currently sexually active 
teens reporting that they used no method 
of contraception at the last intercourse."^ 

This combined calculation ignores two factors that 
could influence the" data on the proportion of female teens 
protected against pregnancy. 

The first factor is that the combined calculation 
assumes no dual use. But, dual use at last intercourse 
among never-married young people aged 14 to 19 is 
relatively small at 5.8 percent of females and 4.1 percent of 
males.*® Further, the combined calculation was performed in 
the same manner for both 1988 and 1995. Therefore, 
combined data without an adjustment for dual use is valid as 
a relative comparison of contraceptive use in 1995 to 1988. 

Hie second factor is that injectables/implanfabies 
are not included in the combined calculations. However, even 
if the use of injectable/implantable contraception was 
included for this cohort on Table D (7% usage rate at last 
intercourse in 1995),’* total contraception use still fell. 

The decline in the use of contraception by female 
teens has been confirmed in other research literature. In the 
January/February 1998 issue of Family Planning 
Perspectives (Trends in Contraceptive Use in the United 
States: 1982-1995,” Table 1), authors Piccinino and Mosher 
included data that indicate a slight drop from 1988 to 1995 in 


the proportion of sexually experienced U.S. females aged 1 5- 
19 reporting use of any method of contraception. The data on 
Table E show that the use of any method of contraception 
(induding injectables and implantables) by sexually 
experienced female teens dropped from 61 .0 to 60.1 percent. 


Table E 

1988 

1995 

A. Percent of all females aged 1 5 to 1 9 
currently using any contraceptive 
metiiod’* 

32.1% 

29.8% 

6. Percent of ^ales aged 15 to IS 
who are sexually experienced'^ 

52.8% 

49.6% 

C. Proportion of sexually experienced 
finales aged 15 to 19 wtio are using 
any method IC=A/B) 

61 .0% 

60.1% 


Safer-sex advocates may claim that even without a 
net increase in contraceptive use teens are better protected 
against the risk of pregnancy because of the effectiveness of 
iniectables/implantables. But it is important to note that the 
sizable shift from oral contraception to condoms represents a 
shift to less efficacious protection against pregnancy. 

It is possible to statistically calculate the change in 
protection from pregnancy among female teens by the switch 
from oral contraception to condoms and 
injectablesrimplantables. To make this calculation it is 
necessary to factor the percentage of teens using different 
methods of contraception by the accepted levels of 
effectiveness for each method. 

Table F provides a risk-adjusted contraceptive 
protection index. For example, in 1988, 69 percent of 
sexually active females aged 15 to 19 used condoms and/or 
oral contraception at last intercourse. But adjusted for 
metiiod effectiveness, the percentage index dropped to 65 
percent. Using the same formula for 1 995, the percent cf the 
cohort using contraception (including l/l) dropped from 86 
percent to 61 percent after the adjustment for effectiveness. 


Table F 

Sexually 

Active 

Females 

1M9 

19BS 1 

1995 j 

ConSom 

Ors! 

1/1 

Total 

ConSem 

Oral 


Toiai 

A. % 
usage at 
last 

intercourse 

27% 

42% 

N/A 

69% 

38% 

23% 

7% 

66% 

e. Method 
effective 

85% 

99% 



85% 

99% 

99 

% 


c- ; 

Hypothetic 

al 

Pro»ction 

Index 

iCxAxBl 

23% 

42% 


85% 

31% 

23% 

7% . 

61% 


Thus, the use of injectable/implantable contraception 
in 1995 did not offset the reduced protection represented by 
the switch from birth control pills to condoms. This is yet 
another reason why contraception would not account for 
reduced pregnancy and birth rates. 

In summary, based on lower reported contraceptive 
use and a switch to a less effective prevention method 
{condoms vs. oral), sexually active adolescent females in 
1995 were less protected against pregnancy than in 1988. 
The claim that the drops in pregnancy, birth and abortion 
rates are due to increased contraceptive use is inconsistent 
witii the data. 
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Nort'Marital Birthrates Among Sexually Experienced and 
Active Teens Have Risen Sharply 

The out-of-wedlock birthrates to sexually experienced female 
teens (have ever had sex} and sexually active teens {sex in 
past 3 months) have increased sharply during the 1990s. 

To calculate the birthrate among adolescents, tfie 
government uses the total number of births by female teens 
as the numerator and the total number of female teens as ttie 
denominator. This formula is misleading because it does not 
recognize that abstinent female teens do not become 
pregnant. 

The convenlion of reporting on birthrates within the 
entire cohort of 1 5 to 1 9 year-old females has masked the 
steady increase in the out-of-wedlock birthrate among 
sexually experienced and sexually active teens. 

A more revealing way to consider the data is to 
calculate the out-of-wedlock birthrate among sexually 
experienced and sexually active female teens. This 
calculation would allow researchers to more accurately 
determine the impact of national interventions aimed at 
reducing non-marital births. 

Table G shows the out-of-wedlock birthrate to 
sexually experienced females aged 15 to 19. The birthrates 
per 1,00G unmarried females, aged 15 to 19, are from the 
National Center for Health Statistics. The percent of females 
1 5 to 1 9 who have had premarital sex is from the National 
Survey of Family Growth. See footnote (a) for a more 
complete discussion on calculating birthrates to sub-groups 
of teens. 

This calculation shows that the long-term trend of 
out-of-wedlock birthrates to sexually experienced female 
teens has increased substantially during Oie 1990s. Based 
on this data, the out-of-wedlock birthrate to sexually 
experienced females aged 16 to 19 increased 41.8 percent 
from 1976 to 1995 and 29,3 percent from 1988 to 1995. 


Table G 

Year 

' Birthrate per 

1.000 unmarried 
females aged 15 
to 19’* 

% of females 15 
to 19 who have 
had premarital 
sex (sexually 
exoerienced)'* 

Non-marital 
birthrate per 

1.000 sexually 
experienced 
females 15 to IS 

1976 

24.6 

39,0% 

Ml ) 

1982 

28.7 

45.2% 

63.5 

1988 

38.4 

52.6% 

69.2 

1995 

44.4 

49.6% 

89.6 

Percent charge 

76 to '95 
'BS to '95 


♦41.8% 

+29.3% 


a) The calculation of non-mahial birthratea to sexually experiencao female 

teens was pefforniec by using ine total out-of-wedlock birthrate to females aged i5 
to 19 as the numerator and the proportion of female teens who reported premarital 
sex as the denominator, ^or example, the non-manial birthrate of 89.5 per 1,000 
sexually experienced female teens in 1995 was calculated by cfividing 496 (number 
of female teens per 1,000 who reported premarital sex) Into 44.4 (belhsper l.OCO 
jnmarhed females aged 15 to 19). 

The birthrates to sexually active female teens were calculaled in the 
same manner. 

For a more contplete discussion on calculating blrtrinates by adolescent 
sub-groups, see the discussion in the article “The Oecline in US Teen Pregnancy 
Rates, 1990-1995,' Ped/atrics, Vol. 102. No. 6, November 1996. 

The Pediatrics article conduded that the pregnancy, abortion and 
birthrates among sexually experienced and sexually active teens have held steady 
or declined significantly since the 1980s. However, authors Kaufmartn. elal. used 
data for ah teen births. The calculation of oui-of-wedlocK birthrates among sexu^ly 
experienced and sexually active teens, as shown herein, leads to a dramaticaliy 
different conclusion. 


Table H shows the same analysis for sexually active 
females, aged 15 to 19. 


Table H 

Year 

Birthrate per 1,000 
unmarried females 
aged 15 to 19’' 
(Entire teen female 
cohort) 

% of females 15 
to IS who are 
sexually active 
(sex in past 3 
months)’* 

Non-marital 
Birthrate per 

1,000 sexually 
active females 
15tol9 

1988 

36.4 (53.0) 

42.7% 

85.2 

1995 

44.4 (56,8) 

39.7% 

111.8 

Percent 
change 
■83 to ‘95 



+31.2% 


Eased on this data, the out-of-wedlock birthrate to 
sexually active females aged 1 5 to 1 9 increased 31 ,2% from 
1988 to 1995. 

The increases shown in Tables G and K occurred 
despite sharply higher condom usage, as illustrated in Graph 
1 . 
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From 1982 to 1995, the out-of-wedlock birthrate per 
1.000 sexually experienced females aged 15 to 19 increased 
40.9 percent, from 63.5 to 89.5 (T able G). 

During the same time span the proportion of teenage 
females who reported using contraceptives increased their 
use of condoms 76 percent (from 21% to 37%).'* The 
implications of the data in Table G and H and Graph 1 should 
not be minimized - out-of-wedlock birthrates have increased 
amono sexually exDerien_ced and sexually active female 
teens despite an increased use of condoms . 

It should be noted that the proportion of female teens 
who reported premarital sex was used as a proxy for 
unmarried female teens in Table G. it Is possible that some 
females who reported having had premarital sex were 
married at the time of reporting. 

However, the authors believe that the use of specific 
data limited to never-marrisd female teens would not 
significantiy alter the results shown. This is because (1 ) the 
proportion of married teens In this age category is low (4.5% 
in 1995 NSFG), and. (2) the proportion of never-married 
female teens who have ever had sex is not much different 
than the prc^ortion of all teens who have ever had sex. 

For example, in 1995,48.1 percent of never-married 
female teens reported having had sex compared to 50.4 
percent of all teens. So while the exact calculations of out-of- 
wedlock birthrates to sexually experienced and sexually 
active female teens might change if a pure data set limited to 
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never married teens was used, the pattern of the results 
would remain the same. The authors encourage other 
researchers to further expand the study of out-of-wedlock 
birthrates. 

Declining Sexual Activity Rates 
Obviously, programs in safer-sex education and condom 
distribution have not reduced out-of-wediock birthrates 
among sexually experienced teens. On the other hand, &tere 
has been a decrease in the overall teen birthrate. The 
following data suggest reasons why. Tables I and J confirm 
that more teens are choosing abstinence. 


Table I 

% teens 15-19 who have e 
had sex^ 


I Never-married Males - NSAM 


I Females- NSFG 


Table J 

% high school teens 
15-19 who have ever 
had sex^' 

1990 

1997 

% Change 
■97 vs. '90 

Males - YRBS 

60.8% 

48.9% 

-19.6% 

' Females -YRBS 

i 48.0% 

47.7% 

-.6% 


Sexually experienced teen males have become less 
sexually active and have fewer partners (Table K). 


i Table K 
% H.S. feens“ 

1990 

1995 

1997 

% change 
■97 vs. ■SO 

Had intercourse in 





past 3 mon^s 

39.4% 

37.9% 

34.8% 

-11.7% 

Males 

42.5% 

35.5% 

33.4% 

-21.4% 

Females 

36.4% 

40.4% 

36.5% 

+.3% 

Had four or more 





partners 

19,0% 

17.8% 

16.0% 

-15.8% 

Males 

25.7% 

20.9% 

17.6% 

-34.1% 

Females 

11.8% 

14,4% 

14.1% 

♦19.5% 


pregnancy, birth and abortion rates (Tables A, B and C). 
Inoeased condom use has been invoked to explain the latter, 
yet increased condom use is oufr-veighed by a shift away from 
using more efficacious oral contraceptives. Tables G and H 
show that the non-marital birthrate to sexually experienced 
and sexually active female teens actually increased sharply 
ftx)m 1988 to 1995. 

Ttius we find it more reasonable to suggest reduced 
sexual activity as the hypothesis capable of explaining 
reduced pregnancy, birth and abortion rates. In fact, the 
decline in the overall birthrates among adolescent females 
during the 1990s is due primarily to teens that have never 
had sex or are not currently having sex. 

Abstinence-only programs may be playing an 
increasing role in bringing about reduced teen sexual activity. 
In the remainder of this publication, therefore, we present; 1 .) 
Observations on the history and nature of abstinence 
programs; 2.) Societal factors that support the choice of 
abstinence; and 3.) Promising preliminary results of 
abstinence-only programs. 

1- History and Nature of Abstinence Programs 

Abstinence component of comprehensive sexuality 
Dfoorams . In the early 1990s comprehensive sexuality 
programs began emphasizing abstinence as the preferred 
choice for teenagers. Such programs are called “abstinence- 
based." While abstinence-only advocates accuse abstinence- 
based education of sending a confusing dual message, it is 
likely that the abstinence component has influenced some 
addescents. All of this raises a very interesting question: if 
comprehensive sexuality education has contributed to the 
decline in teen pregnancy, might it be due primarily to the 
abstinence component? This is a very real possibility since, 
as shown earlier in this research study, contraceptive use is 
not associated with reduced unintended out-of-wedlock 
births. 


A very strong trend is reflected in Tables i, J and K. 
The positive correlation between the reductions in teen 
sexual activity and teen pregnancy rates may be mostly due 
to more abstinent behavior by male, rather than female, 
adoiescents. From 1990 to 1997 there was a 19.6 percent 
decline in the proportion of adolescent males who have ever 
had sex compared to a .6 percent decline among adolescent 
females (Table J). From 1990 to 1997 there was a 21.4 
percent drop in the proportion of adolescent males who have 
had sex in the past three months compared to a .3 percent 
increase among adolescent females (Table K). And. from 
1990 to 1997 there was a 34.1 percent decline in the 
proportion of adolescent males who have had four or more 
partners compared to a 19.5 percent increase among 
adolescent females (Table K). So while the percent of all 
female teens who have ever had sex has declined, those 
females remaining sexually active have become increasingty 
promiscuous. A discussion of fliis phenomenon is not within 
the scope of this paper, but should be the subject of further 
study. 

Promotion of Abstinence 

Tables I, J and K show that there has been a significant 
overall decline in teen sexual activity from 1988 to 1995 and 
beyond, simultaneous with an overall decline in teen 


Abstinence-onlv oroorams . There has been an explosive 
growth in privately funded abstinence-only programs during 
the 1990s. An indication of that growth is shown in Table L.“ 


Table L 

Abstinence-only 

caleaorv 

# of students \ 
reached - 
1986 

# of students 
reached - 
1989 

# of students 
reached - 
1997 

Riedae card based 

0 

0 

750.000 

Crisis pregnancy 
centers 

12,164 

69,916 

620,250 

Private 

curriculum/soeakers 

234,950 

572,656 

1,676,032 

Total 

247,114 

642,574 

3,046.282 


As a result, there has been a 12-fold increase in the 
number of teens reached by privately funded abstinence 
programs in the span of a decade. 

Opponents of abstinence-only programs point out 
that the effectiveness of such programs has not been 
documented. This may be based more on philosophical 
opposition to the abstinence-only message than on an 
objective consideration of all the facts. Accordingly, four 
observations are worthy of note. 

First, very little research has been conducted on 
abstinence-only programs. Douglas Kirby in his booklet “No 
Easy Answers" stated that “more research should be done on 
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these programs.-.veryfyw such programs have been well 
evaluated, and, thus, there is little evidence to determine 
vAaiher or not abstinenceonly programs can delay 
intercourse." !n other words, the jury is still out. 

Second, the abstinence-only programs that have 
been evaluated in peer-reviewed research journals have 
been very narrowly defined in scope and low in intensity. An 
example is an abstinence program in Philadelphia recently 
declared as ineffective in JAMA.^* The entire abstinence 
message therein studied was delivered during just ^ 
Saturday sessions. Researchers have conduded that any 
interventiorr program, in order to be effective, must be muW- 
faceted and of adequate intensity and duration.^® 

Third, some of the abstinence programs that have 
been evaluated do not meet the standards set by abstinence- 
only education experts. An example is Education Now and 
Babies Later (ENABL), the well publicized program In 
California. ENABL was a limited scope program. But rrKire 
importanfiy. ENABL was never ftjily endorsed by absfinen<»- 
onSy education experts. From the onset, abstinence- 
education advocates did not acknowledge ENABL as a true 
abstinence program because of its limited duration, use of 
vaiues-clarifcation methods and reliance on teachers who 
were not trained in or did not philosophically agree with an 
abstinence-only message. 

Philosophic^i buy-in by t^^ers to a message 
correlates highly with the impact of the message upon 
students. In a 1994 study researchers reported that teachers 
are a vital and important ingredient in the successful 
implementation of these programs [meaning] that an 
abstinence sex education program may succeed or fail not 
simply because of the merit of the program but because of 
the lack of either ^cher commitment to implementation or 
support for the program objectives orboth.'^ 

Finally, abstinence-only advocates also claim ^at a 
much higher standard of research protocol is applied to 
abstinence-only programs than to comprehensive sexuality 
programs. One example of this apparent double standard is 
the research on condom availabiiify in Los Angeles area high 
schools, in titat study there was a 41 percent pre-to-post test 
parfidpant-^jroiiMUt rate due to parental opposition.^^ 

Another example of the double standard is the 
Center for Disease Control's "Programs That Work* initiaBve. 
“Programs That Work" features five interventions that CDC 
claims are quite effective. Not one of the five has data 
measuring a reduction in teen pregnancy or STD rates. Yet, 
these programs were developed to reduce pregnancy and 
STD rates. 


A number of societal factors also encourage abstinence. 

HIV/AIDS Education . Perhaps not since the polio crisis of the 
19S0s has the national consciousness on a medical issue 
been so raised as it has been for HlV/AiDS. Atmost all teens 
now receive instoJcUon cm HIV/AIDS: 92 percent of males 
and 94 percent of females,^ The HiV/AIDS scare has iikely 
impacted the sexual behaviore of many adolescents in favor 
of abstinence; 

Instruction on Refusal Skills . As equally common among 
females as HIV/AIDS information is instmotion on how to say 


Ykj” to sex. in fact, 93 percent of adolescent females 
reived insfrucfion on refusal ^Sis irt 1995. Three quarters 
of actolescent males received similar instruction.^® 

Generational Changes in Attitudes . There are several 
toeories of generational sociology. One view holds that 
generational history is seamless -- each new generation 
simply builds upon the foundation established by its 
predecessors. Another view holds that generational history is 
epical - attitudes abandoned by one generation often 
reappear after a skip of two or more generations. If the latter 
theory is true, then the recent declines in teen sexual activity 
may, in some part, be due to generational factors. Teenagers 
today could be rejecting the view of sexual behavior held by 
toeir baby-boomer parents (who are widely credited with the 
sexual revolution of the 1 960s and 70s) in favor of the 
traditional view held by today’s more sensor citizens. If this 
observation is valid, then an unambiguous abstinence 
message should be quite wei! received by the next few 
generations. 

A recent article in Family Planning Perspectives 
confirms the Imk between more conservative attitudes among 
teens and declining sexual activity rates.^ In the article, 
“Understanding Changes in Sexual Activity Among Young 
Metropolitan Men; 1979-1995," aufaors Ku, et ai. state “More 
permissive attitudes about premantaf sex were strongly 
associated with high rates of iniercourse. Adolescent males 
who completely disapproved of premarital sex were far less 
likely to have had sex recently than were those who 
approved of it." The study also demonstrates that “religiosity 
is part of reason forihe shift in atthudes.” 

The article suggests that these altitudinal “changes 
refeef a growing trend and nof merely a unique ^uctuation in 
the sexual beliefs of American youth." 

General Societal Attitudes . There have been a number of 
studies in recent years showing that society in general has 
embraced an abstinence-until marriage viewpoint. 

A survey of nearly 4,980 people by Wirthlin 
Worldwide found that 71 percent of toe national respondents 
believe couples should wait to have sex until marriage.^’ A 
New York Times poll found that nearly half of teens pcrfled 
said sex before marriage is always wrong.** In an Emory 
UnKrersi^ survey of 1 ,000 sexually active teen girts, 84 
percent said they would like to learn how to say no to sex ” 

In a 1994 Roper-Starch study, 54 percent of students who 
have already tried sex indicated they should have waited.** In 
a study commissioned by the National Campaign to Prevent 
Teen Pregnancy, 95 percent of both adults and teens stated 
that it is important for high school students to be given a 
strong abstinence message from society.** 

3. Promising Results of Abstinence-Only Proorams 

There is increasing evidence that an unambiguous 
abstinwree message shows promise in char^ging toe 
behavior of teens. 

Add Health Study . The September 10, 1997 issue of JAMA^^ 
published an article on the first wave of findings from toe 
National Longitudinal Study on Adolescent Health (Add 
Healto) - the most extensive study on adolescent risk 
behavior ever conducted. The study showed that toe factor 
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most strongly associated with a delay in the onset of sexuaJ 
activity was a pledge of abstinence. In fact, the pledge of 
abstinence was three times more strongly associated with a 
delay in sex than the next most positively correlated factor. A 
pledge of abstinence is the cornerstone of a program popular 
among many church youth groups called True Love Waite. 
Nearly 16 percent of all female teens and 10 percent of all 
male teens have signed pledge cards and joined peer 
support groups through True Love Waits and similar 
programs.^^ 

Simply signing a pledge of abstinence - in and of 
itself -- is probably not the sole reason signers significantly 
delay sexual activity. There are likely a number of familial, 
religious and personal risk-protective factors that lead an 
adolescent to sign the pledge. Nevertheless, the signing itself 
does represent a point of decision and commitment, which 
the Add Health data show is highly significant as a singular 
risk-protective factor. Further research is needed to more 
thoroughly understand the dynamics of the abstinence 
pledge. 

Other factors reported by Add Health as significantly 
associated with a delay in the age of sexual debut are 
parental disapproval of adolescent contraception and 
parental disapproval of adolescent sex. 

STARS . “Students Aren't Ready for Sex" began in 1994 as a 
pilot project in Multnomah County, Oregon in four middle 
schools that served about 1 ,000 students. In 1998/99 STARS 
will reach all but five of Oregon’s 36 counties and serve more 
than 33,000 students through its peer-mentoring abstinence 
program, in December 1997 the Oregon STARS Foundation 
contracted with the Oregon Health Policy Institute to evaluate 
STARS. The evaluation concluded in July 1998. Among the 
results:^® 

• 70 percent of students said STARS helped them 
decide to abstain from sex. 

• 77 percent of students said the program helped friem 
understand their personal rights to set limits. 

• Rates of sexual involvement among participating 
middle school students sun/eyeo dropped from 9.7 
percent before to 5.3 percent after STARS.^® 

The Michigan Abstinence Partnership . In the early 1990s the 
State of Michigan began a major campaign called 'The 
Michigan Abstinence Partnership." The partnership has 
provided communities with technical assistance, education 
materials and promotional Items. Each participating 
community has developed a coalition which develops and 
implements unique abstinence activities, such as youth 
rallies, educational sessions for parents, abstinence 
cum'cula, family activity days, recreational events and peer 
education sessions. 

Importantly, the partnership has had a goal of 
making teen abstinence the culUjrally accepted norm. T>ie 
result has been a decline in teen birthrates far exceeding the 
national average. From 1 991 to 1 996 the teen birthrate in 
Michigan declined 19.1 percent from 58.7 to 47.5 births per 
1 ,000 females aged 15 to 19.*® This compares to a national 
decline of only 1 1 ,9 percent during the same period (see 
Table A). 


Tennessee Study . Of the 10 largest counties in Tennessee 
with stelistics on pregnancy broken-down among black and 
white adolescents, research indicates that teen pregnancies 
in ttie three that taught abstinence-only in schools declined 
between 14 and 38 percent from 1991 to 1996. By 
comparison, the four that taught safer-sex education or had 
no system-wide sex education experienced a maximum 
decline of oniy 7 percent.*' 

Table M. Teen Pfegnancy Rates in Counties with Populations over 50,000 and 



effective. Only 10 percent of Best Friends girls reported 
having sexual intercourse compared to 37 percent of D.C. 
middle school girls. Best Friends girls also were found to 
have a one-percent pregnancy rate, compared to a 26- 
percent rate among all high school-aged D.C. girls. Graph 2 
reports on other aspects of the effectiveness of Best 
Friends.*® 


Graph 2 



Denmark. SC Community Program . Between 1982 and 1987, 
a program was implemented in Denmark, SC, The 
community-based program had multiple components - 
classrocHTi abstinence education, adult education, 
motivational speakers, newspaper articles, intensive teacher 
training, and faith community and civic leadership 
invoivement. Prior to the implementation of the program, the 
area had an adolescent pregnancy rate of 61 out of every 
1.000 adolescent girls aged 14 to 17. In the second and third 
years of the program, the adolescent pregnancy rate dropped 
to 25 out of every 1 ,000 girls, while comparison schools not 
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participating in the program remained at more than twice that 
rate.** 

Several years after the completion of the Denmark 
program, some researchers claimed that the study was 
flawed because a school nurse had been distributing 
condoms. In 1998 tfie U.S. Department of Health and Human 
Services, which funded the program, reiterated that the 
community intervention was designed from the onset and 
funded as abstinence^nly and that an official HHS 
investigation was unable to attribute the decline in the 
pregnancy rate to the activities of the school nurse. The 
controversy raises an interesting question: Should the results 
of a contraceptive-based intervention be invalidated if it is 
later determined that an abstinence-only message existed 
within the intervention community? 

Conclusion 

The evidence points to sexual abstinence, not increased 
contraceptive use, as the primary reason for the decline in 
teen pregnancy and birth rates throughout the 199Qs. It 
appears possible that programs aimed at producing abstinent 
behavior have been more successful tiian programs aimed at 
increasing safer-sex practices in reducing unintended births 
to adolescents. Douglas Kirby, a noted sex education 
researcher, was prophetic in 1991 when he noted that may 
actually be easier to delay the onset of intercourse than to 
increase con(racepf/v© prachce.”^ 

The increase in teen abstinence is likely due to a 
combination of factors -- the HIV/AIDS epidemic, the grotwfh 
of abstinence-only programs, generational changes and 
increased cultural acceptance of abstinence. 

The authors believe that the correlation between 
Increased condom usage and higher out-of-wedlock 
birthrates among teens has significant public health policy 
implications. In 1997/98 a new federal program was 
implemented to promote an abstinence-only message. Tbe 
timing of the federal Titie V abstinence program seems welt 
placed. Educational and youth programs should increase 
their emphasis on ^e abstinence-until-marriage message. 
Further research should be conducted into what components 
within an abstinence program contribute most to overall 
effectiveness. 
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Teen pregnancy drop 
credited to awareness of 
abstinence benefits 


By Ed Vogd 
Donrev Capital Bureau 

CARSON CITY — State teen-age leaders 
attributed the decline in the teen-age pregnancy rate 
Wednesday to an increased awareness in ti^ 
advantages of abstinence. 

"People know there is a risk with sex," said 
Jessica Winters, chairwoman of the Governor’s 
Youth Ad\dsorY Council. "There could be lifelong 
maintenance for a moment of pleasure." 

Winters, 19, of Las Vegas and other members of 
the advisory council held a news conference to 
announce that the teen-age pregnancy rate fell 22 
percent in Nevada between 1993 and 1998. 

Still, 49 of every 1 ,000 girls ages 1 5 to 1 7 
became pregnant last year in Nevada. 

The rate is the highest in the nation, according to 
Yvonne Sylva, administrator of the state Health 
Division. 

But Sylva said the drop below 50 pregnancies 
per 1,000 lets the state aeWeve one goal early; her 
agency had hoped to go below that ^gure by 2000. 

"Even one teen pregnant girl is one too many," 
Sylva said. 

In 1998, 107 babies were bom to Nevada girls 10 
to 1 4, 1 ,747 to ages 1 5 to 17, and 2,960 to ages 1 8 to 
19. 

In the last three years a number of state programs 
have been launched to reduce the pregnancy rate, 
including the formation of the Governor's Youth 
Advisory Council. 

The coxinci! has been campaigning that 
abstinence is the best way to avoid pregnancy. 

W'inters said birth control measures generally are 
available to teens, but sex today carries risk of 
disease, including AIDS. 

"With abstinence you are 100 percent sure," she 
said. 

While the report shows a drop in the teen 
pregnancy rate, it also found that the pregnancy rate 
among Hispanic girls is about three times the state 
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average. 

Jennifer Lopez, 17, of Las Vegas, said there are 
cultural differences in the Hispanic community that 
contribute to the higher rate. 

She also said language barriere prevent some 
Hispanic girls from readmg or acquiring information 
that would reduce their <A^es of (negnancy. 

Lopez said her support of abstinence has not 
made her a pariah in ha* high school. 

"I stand up for what I bdieve in,” she said. 

The youth council has developed pamphlets "101 
Reasons for Abstinence" and "101 R^ons to Say 
No to Sex" that it has handed out to junior high and 
high school students statewide. It has plans to 
distribute abstinence literature to students as young 
as 10. 
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HEADLINE: Condoms do not stop all STDs 
BYLINE: By Amy Horsman, Daily Evergreen 
SOURCE: Washington State U. 

DATELINE: Pullman, Wash. 

BODY: 

Contrary to popular belief, condoms are not a safeguard. 

Throughout adolescence we are taught to use condoms to avoid contracting sexually transmitted 
diseases. Research now suggests some STDs still are easily transmittable even with a condom. 

Human papillomavirus, or HPV, is contracted through skin-to-skin contact with an infected person by 
way of oral, anal or vaginal sex. 

Intercourse is not necessary. 

People can contract HPV by touching lesions on an infected person's body. However, lesions are not 
restricted to the genitals, which is why condoms are only partially effective at providing protection, said 
Kathryn A. Fort, a nurse practitioner for University of Ut^ Health and Wellness Services, 

There is no cure for HPV. The only way to avoid contracting HPV is by abstaining from any sexual 
contact. Fort said little is known about HPV, so a vaccine has not been developed. 

Fort stressed some lesions cannot be seen by the naked eye. Even if people appear to be uninfected, they 
could have HPV. 

HPV is one of the most prevalent STDs. Fort said about 15 million people a year in the United Stales 
contract an STD -- one-'^rd are diagnosed with HPV. 

"It is estimated that men and women who have had sex without a condom with more than one partner 
have an 80 percent chance of exposure to a strand of HPV," Fort said. 
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Fort attributed the high prevalence of HPV to the fact that the infection usually produces no symptoms. 
"Most people don't even know they have it," Fort said. The virus still is transmittable without symptoms. 


HPV often goes unnoticed and untreated. The virus can only be detected during an outbreak. Fort said 
the occurrence of outbreaks varies depending on how strong the person's immune system is. 

Most students don't realize STD checks do not screen for HPV. Fort said women with normal Pap 
smears who also test negative on STD tests could have HPV. 

"Pap smears and STD tests give students false reassurance," she said. "Students aren't aware that Pap 
smears and STD tests are not a complete analysis. We are limited in what we can screen for." 

There are at least 80 different strands of HPV. Roughly 30 strands of the virus affect the genital region. 
Non-genital strands of HPV are the cause of warts on hands and feet, Fort said. 

Genital strands of HPV are classified as high-risk and low-risk. High-risk HPV usually has no 
symptoms, but can cause cervical cancer in women if untreated. 

If high-risk HPV is detected early, cervical cancer can be avoided. Ten percent to 15 percent of genital 
strands of HPV are high-risk. Genital warts are associated more often with low-risk HPV. 

People can contract more than one strand of genital HPV. It is possible to contract both a high-risk and a 
low-risk strand. 

Though the risks are high for women, men also must be aware of the threat of HPV. Men can catch 
HPV just as easily as women, and it is harder to detect, said Mary C. Steed, a nurse coordinator for 
Health and Wellness Services. 

Research has not shown HPV causes cancer in men, but all other symptoms are apparent. 

Steed said men are more frequently coming in to Health and Wellness for treatment, when in the past 
they did not. 

"Men, in general, don't get yearly check-ups, which is why more women may be diagnosed than men," 
she said. 

Fort said little is known about HPV, but it is common at Washington State University. 

"We see five or six people with HPV every day," Steed said. 

Students can reduce their risk of getting HPV by using condoms and getting tested between 
relationships. 

(C) 2000 Daily Evergreen via U-WIRE 
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Febmaiy 7, 2002 


The Honorable David M. Walker 
Comptroller General of the United States 
United States General Accomiting Office 
441 G Street, NW 
Washington, DC 20548 

Dear Mr. Walker, 

We are gravely concerned that the federal government may have been involved in 
promoting an unsafe practice that could have resulted in countless, unnecessary HIV infections 
throughout the world. Specifically, we are referring to the funding, distribution and promotion of 
condoms containing nonoxynol-9 by the U.S. government both within the United States and to 
other countries. 

While scientific data released in 2000 in Durban, South Africa concluded that nonoxynol- 
9 enhances the risk of HTV transmission, this was not new information. A 1989 study showed 
that the probability of infection occurring was greater among those who used nonoxynol-9 than 
those in a placebo group who did not. Subsequent to the 1989 publication there have 
consistently been studies showing this same adverse consequence. According to the study 
released in South Africa, investigators found that 1 5 percent of the women using condoms with 
nonoxynol-9 had become HIV infected. 

We would ask you to (1) determine the overall number of condoms containing 
nonoxynol-9 purchased either directly or indirectly by the federal government through grants to 
NGOs, states, or international agencies such as UN AIDS or the WHO, and if such distribution is 
continuing. 

Once that has been determined, we would like (2) a calculation of v/hat harm, in terms of 
new HIV infections, may have been caused through such distribution. 

If the U.S. government made thousands, or tens of thousands, of men and women more 
susceptible to acquiring this disease, then we have done a huge disservice to people throughout 
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the world. It is, therefore, critically important that a determination be made as to the numbers of 
people who may have been adversely afifected and if diis dangerous practice is still ongoing. 

We are also interested to know (3) if any efforts were made by the federal government to 
discom’age the use and production of nonoxynol-9 coated contraceptives including condoms, 
knowing since at least 1989 that nonoxynol-9 was potentially detrimental in terms of HIV risk to 
the sexual partners of users. 

Please also (4) determine the percentage of condoms sold in America and worldwide 
contain nonoxynol-9 and (5) provide a complete listing of published studies regarding the impact 
of nonoxynol-9 on HTV risk. We have attached a partial list of these studies for your 
information. 

Thank you for your research into this matter. We look forward to a timely response since 
numerous lives are potentially at stake in respect to your findings. 

Sincerely, 

Mark E. Souder 

Chair 

Subcommittee on Criminal Justice, 

Dmg Policy and Human Resources 




7 ^ 

Josep^R. Pitts 
Member of Congress 





Dave Weldon, M.D. 
Member of Congress 


Enclosure 
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Available Studies Regarding HIV Risk of Nonoxyaol-9 


Nonoxynol-9 (N-9) is a chemical sp^micide that has been used to prevent pregnancy for 
more than 30 years. Some scientists had hoped it might be an effective microbicide agamst KIV 
as well, but studies have consistently indicated the opposite for nearly 13 years. The following is 
a brief summary of the available studies regarding the increased HIV risk associated with the use 
ofN-9. 


In 1989, a team led by Joan KreissoftheUniversity of Washington found that N-9, when 
used as a contraceptive sponge, was associated with a high incidence of vaginal lesions and 
genital ulcer-associated HTV seroconversion. 

In 1990, the British Columbia Centre for Disease Control reported that genital 
inflammation and irritation was common among prostitutes, mostly female, who were given 
condoms lubricated with N-9. The researches recommended that HIV prevention strategies 
focus on condoms without spermicides. 

In July 1992, the Journal of the American Medical Association published a study 
authored by Joan Kreiss of the University of Washington and colleagues which found a greater 
risk of HIV infection associated with the use of N-9. 

In August 1998, a study published in the New England Journal of Medicine found that the 
use of N-9 vaginal film did not reduce the rate of new HIV, gonorrhea or chlamydia infections 
among female sex workers in Cameroon. N-9 use was associated with higher rates of genital 
lesions. The study was conducted by Ronald E, Roddy, et. al. of the Epidemiology Unit of 
Family Health International of Durham, North Carolina. 

In 2000, a four year study directed by Lut van Damme, M.D. of the Institute of Tropical 
Medicine, Antwerp, Belgium, found a 52 percent greater rate of HIV infection among female 
prostitutes who used a gel containing N-9 than among those who used a placebo gel. The 
four-year UNAJDS-fiinded study, known as COL-1492, involved 990 women. The women 
received counseling and condoms. Fifteen percent of the women who received N-9 became 
infected with HTV. 

In September 2000, a study published in the issue of Contraception conducted by Dr. 
David M. Phillips and colleagues found that N-9-containing products cause rapid exfoliation of 
epithelial cells during rectal intercourse, which increases the likelihood of and HSV-2 
infection. 

A study published in the August 15, 2001 issue of the Journal of Infectious Diseases 
authored by Dr. Deborah J. Anderson of Brigham and Women’s Hospital in Boston and 
colleagues found that N-9 increases the risk of HIV-l transmission by causing inflammation of 
cervicovaginal epithelial cells. 
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Mr. Bilirakis. Without objection. 

Mr. Pitts Abstinence education has proven effective in reducing 
the rate of sexual activity among teens. As Members of the House, 
we have a duty to ensure that we are not sending mixed messages 
to our youth. I look forward to hearing from the witnesses today 
on abstinence only education and would encourage my colleagues 
to reaffirm our commitment to abstinence only education, support 
the reauthorization. Title V, abstinence block grants in the interest 
of protecting and preserving the health of our Nation’s children. I 
yield back the balance of my time. 

Mr. Bilirakis. I thank you, Mr. Pitts. Ms. Harman, for an open- 
ing statement? 

Ms. Harman. Well, thank you, Mr. Chairman. I didn’t expect to 
offer one, so I’ll wait until the questioning period. Thank you very 
much. 

Mr. Bilirakis. Thank you very much. Mr. Greenwood, for an 
opening statement. 

Mr. Greenwood. Thank you, Mr. Chairman. I’ll be very brief. I 
have two daughters, 15 and I 6 V 2 . I am more interested in absti- 
nence than I’ve ever been interested in it in my life right now. 

And I believe that any sex education that doesn’t talk about ab- 
stinence is poor sex education indeed. If you don’t talk about the 
fact that abstinence is the only way to be certain to avoid preg- 
nancy and sexually transmitted diseases, you do a disservice to 
children. Certainly, if you implicitly or otherwise promote sexual 
activity among teenagers, I think you do a disservice to children. 

My concern is I think you do a disservice to children when that’s 
all that you tell them. That’s certainly not all that my wife and tell 
our daughters because we want our daughters to understand how 
their bodies work. We want them to understand how male bodies 
work. We want them to understand how they work together and 
then we want them to understand why it is in their interest to ab- 
stain from sex until they’re in a committed and hopefully married 
relationship. But I am so interested in abstinence that I think we 
ought to spend Federal dollars to teach abstinence, but since we 
don’t spend any Federal dollars to teach sex education in the 
schools at all, I think we need to teach both. And I think it’s a no 
brainer. And I don’t know what we’re fighting about. But I look for- 
ward to fighting about it. 

Mr. Bilirakis. I believe that completes the opening statements 
of all the people who are present. That being the case, we’ll go 
right into the Panel. 

First, I would ask unanimous consent that a letter which has 
been shared with the minority, dated April 23 from Secretary 
Thompson to Chairman Tauzin regarding this issue and the fact 
that the administration supports a 5-year reauthorization of the 
abstinence program and also is a strong supporter of the 1 -year re- 
authorization of Transitional Medical Assistance, I ask unanimous 
consent that it be admitted into the record. 

There’s a letter here from Mr. Rick Pollack, Executive Vice Presi- 
dent of the American Hospital Association, dated April 19th, ad- 
vancing health in America, dated April 19th. I ask unanimous con- 
sent that be made part of the record. 
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We’ll go into our Panel then. Ms. Jacqueline Del Rosario resides 
in Miami, Florida. Dr. Joe S. Mcllhaney, The Medical Institute for 
Sexual Health, Austin, Texas. Dr. David W. Kaplan is head of the 
Adolescent Medicine and Professor of Pediatrics, University of Col- 
orado School of Medicine. Dr. Cindy Mann, a Senior Fellow with 
the Kaiser Commission on Medicaid and the Uninsured. And Dr. 
William J. Scanlon, Director of Health Care Issues with General 
Accounting Office. We’ve had the honor and pleasure of having Mr. 
Scanlon here many times. It’s awfully nice to see you, sir and we 
will start off with Ms. Del Rosario. We set the clock at 5 minutes. 
If you haven’t quite completed your statement, I certainly won’t cut 
you off. Please proceed. 

STATEMENTS OF JACQUELINE JONES DEL ROSARIO, EXECU- 
TIVE DIRECTOR, RECAPTURING THE VISION INTER- 
NATIONAL; JOE S. McILHANEY, JR., THE MEDICAL INSTI- 
TUTE FOR SEXUAL HEALTH; DAVID W. KAPLAN, H EAD OF AD- 
OLESCENT MEDICINE, PROFESSOR OF PEDIATRICS, UNIVER- 
SITY OF COLORADO SCHOOL OF MEDICINE; CINDY MANN, 
SENIOR FELLOW, THE KAISER COMMISSION ON MEDICAID 
AND THE UNINSURED; AND WILLIAM J. SCANLON, DIREC- 
TOR, HEALTH CARE ISSUES, U.S. GENERAL ACCOUNTING OF- 
FICE 

Ms. Rosario. Thank you. Thank you for inviting me to share 
today. I believe that I will bring a very unique perspective on the 
issue of abstinence education. As I began to do my research for my 
presentation I was very surprised to find that there’s just tons of 
documentation of studies and evaluations that have been con- 
ducted. There are many that say that abstinence only education is 
successful. There are others that say it is not. It just depends on 
what side of the field that you’re standing on. 

I was much more of a skeptic when I entered the field. When I 
worked with teens at the middle and high school levels what I 
found was that they have very, very different views of sex. It was 
not because of a revolution, but they were very base in action. 
Wanting to have sex, my challenge was telling kids well, you want 
to postpone that, you don’t want to get pregnant. You want to pre- 
serve your education? Why? Because it’s going to give you a better 
life. Well, no, my mom had me at 17. My grandmother had her at 
18. Or that they have a boyfriend that they want to give a baby 
to. I mean these are the issues that I don’t think that condom dis- 
tribution really is going to be able to impact. 

One day I was delivering a lesson with the students discussing 
various issues and I was asking what do some of these statements, 
what message do they send to you? One was sex outside of mar- 
riage, the other was condom distribution or contraceptions in 
schools. Unanimously, kids that had just earlier stated I’m not con- 
sidering being abstinent, others saying that they were, unani- 
mously all of them stated that I believe that this message tells 
them that adults are saying that they’re not going to be able to ab- 
stain from sex, you’re going to do it and it’s okay as long as you 
protect yourself 

I quickly became a very ardent believer in the abstinence mes- 
sage. This is because I find that kids do want a very clear and con- 
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cise message and I was surprised to find that many want to take 
the high road. I think that as roads we have to encourage them to 
raise a standard, but more than that, I believe that the abstinence 
funding allows us to really build human character. 

For the first time, we’re really able to use these dollars to build 
the individual that’s going to continue to keep our Nation strong. 
And I think that we’re talking about the subculture that’s devel- 
oping in the United States of America. Kids have mixed values. 
They’re very confused. And I think that we have to begin to be sur- 
rogates to help to strengthen the families, to keep kids dreaming 
about their futures and believing in life as a possibility. And that’s 
what I found to be the purpose of abstinence education. 

As I said before my research, I found that there were studies 
that proved that abstinence was successful, others that said that 
it was not. I have looked at several issues concerning this, however. 
In our state, sex education is taught in the schools. Currently, 9 
out of 10 schools out of the 2 million nationwide do teach a com- 
prehensive sex education course. In addition to that Title X funding 
has not been decreased to make room for abstinence education. The 
funding in our State level is $15.2 million, $8 million of that is 

S iven at the State level for Title V abstinence education; 4 of that 
8 million is a match from the State. 

Despite these things happening, I think that we’re able to see 
that there has not been a significant change in the trends of sexual 
behaviors, nor has there been a decline really in pregnancy rates 
over the 30 years that Title X funding has been given. I think that 
we’ve seen a decrease over the past 10 years and many will say, 
according to the argument that abstinence education profoundly 
has impacted that. Others might say that it has not. 

But I would ask you to consider today the plight of America’s 
youth. As I look at some of the attitudes that I’m witnessing in the 
classrooms. I’m concerned. I’m concerned because it’s not about 
Johnny loving Sally any more. It’s about the subculture. It’s about 
a lifestyle and we need programs that are going to enable us to 
teach to the whole person, not to the behavior, bandaid approach 
that we’re going to apply a condom or use a contraceptive over the 
genitalia, but what’s going to protect the dignity. I’m interested in 
building the fiber of our Nation one individual at a time and I 
think that abstinence education allows us to do that with the 
young people of this Nation. And I think to circumvent that would 
be to abate progress. 

Recapturing the Vision has been in existence for 8 years. We’ve 
enjoyed funding that was not under Title V, but we’ve also had 
funding under Title V education dollars and our program to date 
has a success rate of 99.9 percent. Let me give you a picture of the 
type of citizens that we work with. Basically, 65 percent of those 
that we serve are on public assistance. They are intergenerational 
kids outside of wedlock. In other words, they are the offspring of 
the offspring of the offspring of a teen parent. 

They are receiving sex education, but they have a mindset that 
does not even make them sometimes want to avoid pregnancy. 
What I found in my dealing with this population is that they’re 
wanting us to believe in them and they’re wanting us to furnish 
them with the skills to support the high road. I think that many 
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kids are taking the high road. Of the 52 high school age students 
that are sexually active, remember that there’s 48 percent that are 
not. But even of those 52 percent that are, I think that we can still 
let them know that they need to take the high road. Abstinence 
education teaches to the psychological situations and circumstances 
to early sexual involvement outside of marriage. 

It ^ves them the skills that they need to be able to support this 
decision to remain abstinent. I’m talking about character develop- 
ment. I’m talking about conflict resolution skills, negotiation skills, 
refusal skills. I’m talking about the understanding and building of 
value for marriage and family. It’s that simple. 

This is America today. Some of the subcultures that we’re seeing 
now are transcending the ’hood. They’re moving into suburbia and 
I think that they’re getting so many messages about condoms and 
safe sex and all of those things, abstinence represents one voice in 
a crowd of many. Last week I was watching MTV. They were talk- 
ing about safe sex and condoms. Abstinence represents a very 
small voice. It’s one voice that cannot be snuffed out. It’s a voice, 
I believe that’s going to do more than just prevent teen preg- 
nancies, but it’s going to be able to build strong citizens for our Na- 
tion. 

Thank you. 

[The prepared statement of Jacqueline Jones Del Rosario fol- 
lows:] 


Prepared Statement of Jacqueline Del Rosario 

Introduction 

I am Jacqueline Jones Del Rosario, Executive Director of ReCapturing the Vision 
International, a non-profit organization working in the field of abstinence-only edu- 
cation since 1994. I would like to share my unique experience in the area of absti- 
nence and Title V Funding. 

I initiated abstinence-only education purely as a skeptic. I believed that teens 
from strong families or those with strong religious convictions could perhaps be 
taught to delay sex until marriage because I believed that our message merely rein- 
forced the same message these children received from strong home environments. 
I did not believe, however, that the masses of at-risk teens from impoverished back- 
grounds could adhere to the abstinence message. After all, many of them could not 
understand why they should avoid getting pregnant before graduating. 

In the beginning years of ReCapturing the Vision, I was teaching a ^oup of thirty 
students at Madison Middle School. This school is located in a dilapidated area of 
Miami-Dade County. Over 80% of the students enrolled received free or reduced 
priced lunches each day. This school had been rated a “D” school under the criteria 
established by Governor Jeb Bush. 

In the lesson that I was delivering that day, we reviewed pages from the Cap- 
turing the Vision textbook. The students were asked to explain what messages do 
the following actions send: Ijdng, sex outside of marriage and the distribution of 
birth control in school. I received an awakening when the students unanimously re- 
sponded that the message they gathered from the distribution of condoms was that 
adults expected them to have sex, but only asked them to use protection. In the stu- 
dent’s minds, this action represented consent, as long as protection was used. 

The answer from this population was riveting. I had heard it said that abstinence 
with contraceptives was a “mixed message” but I never believed it to be true. Kids 
need a concise and clear message. To hear it from the students caused me to believe 
that we must be the voice that tells them that we expect them to abstain and we 
believe they can do it. 

Sex Education is Being Taught in 91% of Schools 

According to a recent Kaiser Family Foundation Study, nine out of ten (89%) of 
the nation’s nearly 20 million public secondary schools teach sex education (Kaiser 
Family Foundation, Sex Education in America: A Series of National Surveys of Stu- 
dents, Parents, Teachers, and Principals. September 2000). This holds true in 
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Miami-Dade and Broward counties where the students receive sex education involv- 
ing information on contraceptives and STD’s including HIV. However, at the onset 
of our program, less than 10% of those who received this education knew what ab- 
stinence meant. 

Through this, ReCapturing the Vision has realized that sex for today’s generation 
is different from when our parents dealt with it during their adolescence. No longer 
is sex an expression of love; it has evolved as a social trend, and because of this, 
ReCapturing the Vision has become that one voice that encourages kids that they 
do not need to have sex, nor do they have to. ReCapturing the Vision teaches the 
consequences of sexual involvement and educates students on STD’s, but most of all; 
we build personal value and foster the vested interest that kids need take into their 
futures. 

In 1999, a nationwide study of principals discovered that 58% describe their 
school’s sex education curriculum as comprehensive, teaching that “young people 
should wait to have sex but if they do not, they should use birth control and practice 
safer sex.” On the contrary, only 34% say that they offer abstinence-only education 
teaching “young people should only have sex when they are married” (Kaiser Family 
Foundation, Sex Education in America: A Series of National Surveys of Students, 
Parents, Teachers, and Principals. September 2000). 

According to the 2000 Federal School Health Education Profiles study, the median 
percentage of schools offering required health education courses to students in 
grades 6 through 12 was 91%. Among these schools, a large percentage said that 
they tried to increase knowledge of HIV (96%) and teenage pregnancy prevention 
(84%) (Centers for Disease Control and Prevention, Guidelines for Effective School 
Health Education to Prevent the Spread of AIDS, MMWR 37 (S-2): 1-14, January 
29, 1988). 

If the pregnancy rate for Dade County were calculated for 445 students, RTV 
would expect 8.12 births to girls under the age of 19, despite the fact that children 
receive at least one sexual education course between grades 6 and 12. ReCapturing 
the Vision has served over 5,500 at-risk teens over the past eight years and only 
one participant has become pregnant during that time period. It is clear that absti- 
nence-only education can make in impact in our city. 

As a program currently being evaluated under Title V by Mathematica Policy Re- 
search and locally at the state level, we are certain that the findings of these eval- 
uations will only support what we have found to be true through internal evalua- 
tion. We have found that abstinence education is effective, not only in the lives of 
mainstream youth, but for at-risk teens as well. 

Title X Funding Has Not Produced Results 

The 1970’s produced an increase in the birthrate of unmarried adolescents by 
23.8%. The 1980s, increased to 52.3%. In the 1990’s however, the birth rate to un- 
married adolescents increased only by 4.5%. 

The Title X funding expansion initiated the safe sex movement in the 1970s, and 
was followed by an increased growth rate in abortions, births to unmarried teens 
and premarital sex by teenagers. In the 80’s Title X funding was decreased, and fol- 
lowing that cut was a reduction in the growth rates of abortion and unwed births. 
Title X dollars proved that contraception distribution and the “safe sex” message 
was not effective, but was creating an environment to breed an increase in teen sex- 
ual activity. 

In the 1990s privately funded abstinence programs worked to change the tide, 
while Title X continued to teach the safe sex message. The 1990s showed a dramatic 
decrease in the growth trend of birth rates to unwed teens, increasing only by 4.5%. 
It would be illogical to attribute such an improvement to the Title X initiative, when 
the previous 20 years have proven that Title X programs have consistently produced 
opposite results. 

The rise in abstinence programs in the 1990s has produced this change in trends. 
The growing abstinence-only message coincides with the improvement in the data 
reflecting adolescent sexual behavior. Abstinence programs are extremely effective. 
In 1982 through 1987, an abstinence program implemented in Denmark, SC reduced 
teen pregnancy by 59%. In the 1990s, the implementation of an abstinence-only cur- 
riculum in Washington, D.C. reported a pregnancy rate of 1.1%. ReCapturing the 
Vision in Miami-Dade and Broward Counties in Florida show a 1.1% teen pregnancy 
rate in eight years of service provision to the public. 

It is likely that the increase in the abstinence message is directly responsible for 
the improvement in the positive trend in adolescent sexual behavior recorded in re- 
cent years. It is safe to assess that these improvements would have been much 
greater if the allocated Title X dollars during the 1990s had been devoted to absti- 
nence only education. 
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Evaluating Strong, Not Weak, Abstinence Programs 

I have noted that there exists a definite conflict in most of the studies being con- 
ducted on abstinence-only education. Most do not measure up to the abstinence defi- 
nition. That is to say, most of the programs being evaluated do not teach the eight 
points outlined in the Title V Social Security Act. This issue has been brought to 
the forefront of the current evaluation being conducted by Mathematica Policy Re- 
search. Those in the field have voiced their concerns that the programs being evalu- 
ated should be strong and solid programs, fulfilling congressional guidelines for ab- 
stinence education. There is a great variation among current programs being evalu- 
ated at the state levels. Some programs consist of five or more presentations. Their 
focus is to merely teach teens to say no to sex before marriage. These programs are 
not comprehensive and they do not contain the elements of most successful absti- 
nence programs. According to A National Strategy to Prevent Teen Pregnancy, An- 
nual Report 1998-99, U.S. Department of Health and Human Services, 1999, the fol- 
lowing are five “Key Principles” that should be featured in successful abstinence 
programs: 

1. Parental and Adult Involvement. Parents and other adult mentors must play key 

roles in encouraging young adults to avoid early pregnancy and stay in school. 

2. Abstinence. Abstinence and personal responsibility must be the primary message 

of prevention programs. 

3. Clear Strategies for the Future. Young people must be given clear connections and 

pathways to college or jobs that give them hope and a reason to stay in school 
and avoid pregnancy. 

4. Community Involvement. Public and private sector partners throughout the sur- 

rounding areas — including parents, schools, business, media, health and human 
service providers, and religious organizations — must work together to develop 
comprehensive strategies. 

5. Sustained Commitment. Real success requires a sustained commitment to the 

young person over a long period of time. 

If we are to examine the issue to arrive at the truth, again I must restate, strong 
and solid programming must be the basis of all evaluations. 

ReCapturing the Vision, An Abstinence Program for Youth 

ReCapturing the Vision does not just teach teens to say no to sex, but we also 
build their values and cause them to embrace the future. RTV embodies all five of 
these elements. As a result, “no” becomes a natural response. Building peer groups 
and educating parents on how to communicate with their teens on sexual issues has 
also made a great impact. Many parents have initially stated that they don’t tell 
their kids to abstain. Rather, they state in a greater frequency that protection is 
imperative. Improving teen/parent communication has strengthened the clear mes- 
sage that teens are receiving about sex and parental expectations. 

RTV is a holistic, multi-tier program providing abstinence strategies through a 
three-tier service delivery: school, home and the community. In the context of the 
school, RTV addresses the whole participant, building self-esteem, developing char- 
acter, and providing information and skills to make positive choices. The program 
is delivered as an elective course during the regular school day. Students receive 
daily instruction throughout the entire school year. Our goal is to address the root 
issues of youth behaviors versus attempting to protect them from those risky behav- 
iors. 

In the context of the home, RTV integrates the parent and family into the scope 
of service. Trained social workers make monthly home visits and conduct casework 
including counseling, referral services and parent training. Family mentoring 
spawns from this tier of service and involves families of the highest need in inten- 
sive three-day excursions that take place outside of their current environment. Fam- 
ilies are immersed in bonding type activities and receive training to build the family 
structure and unity. 

The community brings the third and final level of intervention through after 
school programs delivered through partnerships with local churches and community 
based organizations that are in the feeder patterns of the schools that we serve; 
thereby offering students positive activities and opportunities for remediation dur- 
ing critical after school hours. 

Large-scale community events take the abstinence message community wide as 
significant community entities are educated on the importance of abstinence and the 
role they can play in the fight. These events include conferences, concerts, rallies 
and training workshops. 
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RTV Success Rates 

Through RTV’s philosophy of addressing the whole child, versus merely teaching 
them to say no, consistent data clearly documents the inroads that we have made 
in changing teen attitudes and behaviors: 

• 100% of students enrolled demonstrate increased self-esteem as assessed by an at- 

titudinal survey. 

• 89% of students improved behavior as evidenced by a decrease in outdoor suspen- 

sions and 80% in indoor suspensions. 

• RTV has a 99.99% success rate in preventing teenage pregnancies among students 

actively involved in the program for one year. 

• 60% of students improved attendance 

• 75% improved academic performance as indicated by an increase in grade point 

averages. 

The Economic Implications Equal Mindsets 

Economics play a strong role in sexual behaviors and trends. The pregnancy rates 
for non-Hispanic black and Hispanic teenagers are about twice as high as non-His- 
panic white teenagers. The lower pregnancy rates are due to differences between 
groups in economic opportunity and family stability (National Vital Statistics Re- 
ports, Vol. 47, No. 29, December 15, 1999). 

In 1995, 57% of non-Hispanic black teenagers and 52% of Hispanic teenagers com- 
pared to 46% non-Hispanic white teenagers are sexually active. About 1 in 3 sexu- 
ally active black and Hispanic teenagers became pregnant in 1995, compared with 
about 1 out of 6 sexually active non-Hispanic white teenagers. The differences in 
sexually activity and pregnancy are associated in part with differences between 
groups in economic opportunities and family stability. 

Condoms cannot address the social ills that plague our nation, but abstinence can. 
Pregnancy rates are economically derived (Wilson, W.J. The Truly Disadvantaged: 
The Inner City, The Underclass, and Public Policy. University of Chicago Press. Chi- 
cago. 1987). Many children from impoverished backgrounds do not even have the 
desire to avoid teenage pregnancy. In fact, many desire to have a child and see the 
birth of a baby as a direct link to public assistance. In many inner city neighbor- 
hoods, early sexual activity and teenage pregnancies has become a lifestyle. I have 
seen first hand the influence that economics play in sexual attitudes. An alarming 
truth that was uncovered during my labor in the field is that nearly 45-50% of the 
participants we serve have no value for marriage or the family. They have never 
seen a wedding and live in a home with a single parent and that parent’s live-in 
companion. Many do not have negative ideas about teenage pregnancy and do not 
see it is a danger to their future, but rather, a way of life in their world. Abstinence- 
only education is the weapon that can fight in this war. 

As a nation, we need to be about addressing the behaviors versus appl 3 dng the 
band-aid to the behavior. In this case, this is what contraceptives represent. Sadly 
enough, however, if a child does not deem avoiding teenage pregnancy a worthy 
cause, they will never use contraceptives as a means to prevent something that is 
not perceived as being a threat to their future. Abstinence is a necessary extension 
of welfare reform. It is a means to elevate the mindset of at-risk populations who 
are not engaging in sexual intercourse because Sally loves Johnny, but because it 
is a part of the behaviors that this subculture has adopted. This scenario has weak- 
ened the fiber of our nation as generational cycles of teen pregnancy and poverty 
threaten our stance as a national power. 

Contraceptives cannot protect a 15-year-old from the erosion of her dignity and 
self-worth. There must be another value that causes teens to raise their standards 
and protect their emotional and physical health. This message is embodied in the 
plan defining abstinence-only education. Title X Funding has not undergone the 
same scrutiny but has received funding for the past 30 years. Abstinence-only de- 
serves an opportunity to demonstrate its impact in the field. 

RTV is developing teens that are abstaining from premarital sex, remaining in 
school, and even better, improving their grades and behavior as evidenced by im- 
proved GPA and reduced suspensions. They are learning to work for success and 
to protect their futures. We are fostering teens that may be the first in several gen- 
erations to become self-reliant and support themselves versus a life on and off public 
assistance. They are the core of a better nation. Their offspring will receive a per- 
ception quite different from that of their parents and grandparents. They won’t be 
the product of a single family nor will they be 50% more likely to be involved in 
criminal behavior. They will have a good start in life and will manifest a true turn 
of the tides of teenage pregnancy. 

Mr. Bilirakis. Thank you very much, Ms. Del Rosario. 
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Dr. Mcllhaney? Please, pull the mike closer. Obviously, your 
written statements are part of the record and we would hope that 
you would — Ms. Del Rosario did complement or supplement it, if 
you will. Please, Doctor, go ahead. 

STATEMENT OF JOE S. McILHANEY, JR. 

Mr. McIlhaney. Thank you, Mr. Chairman, and distinguished 
members. I’m a gynecologist who practiced medicine for 28 years. 

1 had a rewarding practice, caring for infertile women, doing in 
vitro fertilization, taking care of lots of adolescents. I left my prac- 
tice to commit the remainder of my medical career to helping pre- 
vent two of the problems that I saw hurting my patients the most, 
the out-of-wedlock pregnancy and sexually transmitted disease 
problems. And today. I’m president of the Medical Institute for Sex- 
ual Health, a nonprofit medical educational organization which I 
founded in 1992. 

In 1996, I testified on the proposed Welfare Reform Act. My mes- 
sage then was that sexually transmitted disease and nonmarital 
pregnancy are much, much more common than most Members of 
Congress and most Americans realize. To its credit. Congress pro- 
vided funding that has helped more than 700 abstinence programs 
around the country devoting serious and much needed attention to 
these problems. 

The good news today is that since 1990, the number of teens be- 
coming sexually active and the number of teens becoming pregnant 
has been declining so that today more than half of teens in high 
school across, high schools across the country are still virgins and 
we have the lowest teen birth rate that we’ve had since the 1950’s 
as this first chart shows. 

It’s reasonable to conclude that one factor contributing to this im- 
provement has been the concombinant rise in abstinence education 
programs, there’s some specific programs, as a matter of fact, such 
as the one in Monroe County, New York and others that have actu- 
ally found declining teen pregnancy rates as a result of their edu- 
cation programs. But the bad news is that 25 percent of teens are 
infected with a sexually transmitted disease. There are 3 to 4 mil- 
lion teens that get a new sexually transmitted disease every year. 
In addition, the epidemic has evolved to a new and more dangerous 
epidemic, no longer gonorrhea and syphilis which are treatable 
with a shot of penicillin, but now we have an epidemic of viral dis- 
eases. HPV which is human papillomavirus, herpes, HIV, and 
we’ve never cured any human viral infection. 

One study shows that 50 percent, half of sexually active 15 to 20 
year olds are infected with human papillomavirus. Approximately 
6 percent of teenagers are infected with genital herpes. Then 
there’s chlamydia which is dangerous because it’s so common in 
teens. It’s rarely symptomatic and it causes infertility. Twelve per- 
cent of 17 year old female Army recruits were found to be infected 
with chlamydia on induction and they didn’t know it. 

Today, 1 in 4 adolescents is infected with an STD. Today, there 
are more diseases, 25 sexually transmitted diseases as opposed to 

2 when I started medical practice back in 1968. Today, the diseases 
that are most dominant are viral diseases and with no cure. And 
there is no evidence, for example, that condom reduces sexual 
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transmission of the common sexually transmitted disease which is 
human papillomavirus because it’s 99 percent of all cervical cancer, 
killing more women than AIDS kills and causing almost all abnor- 
mal Pap smears and there’s an epidemic of abnormal Pap smears 
among teenagers today, when I saw almost no adolescents with ab- 
normal Paps when I started practicing in 1968. 

One reason STDs have become so common among teenagers is 
that the younger age of sexual initiation is happening. The more 
sexual partners, as a matter of fact, that teens tend to have is asso- 
ciated with or beginning sexual activity at a younger age as this 
next chart shows. The biggest risk for becoming STD-infected is 
how many sexual partners you or I have had in our lifetime. Even 
though the pregnancy rate among teens has declined, as I men- 
tioned, a devastating trend has developed. Whereas in 1960, 15 
percent of teen births were to unmarried teens. Today, 78 percent 
of teen births are out of wedlock. There seems to be a resurgence 
of insistence that so-called abstinence plus or dual message pro- 
grams, discussing abstinence while also teaching all about contra- 
ception, that these are the solution to these epidemics. But let me 
remind you that for many years these programs were the predomi- 
nant approach for sexuality education in this country. These pro- 
grams, as a matter of fact, were almost unchallenged during the 
1980’s and it was during those years that the problem I’ve just out- 
lined grew the most. As a matter of fact, it was during those years 
when my attention was grabbed by what was happening to my pa- 
tients and what I saw in research literature. In addition, these pro- 
grams developed and were studied extensively by the most pres- 
tigious academic institutions in America. 

Let me remind you that what those studies show. Only a handful 
of these programs and there are multitudes of them have shown 
any significant impact on any behavioral or health outcome. Only 
two of the Centers for Disease Control’s “Programs That Work” 
have reported statistically significant delays in the initiation of sex- 
ual activity and only one of those has reported a truly substantial 
impact on this delay of sexual activity. Not one of those CDC pro- 
grams has studied the incidents of sexually transmitted disease or 
of pregnancy rates in kids that were exposed to those education 
programs. 

Much has been made of reports that parents want their children 
to have dual message programs. None of these surveys included 
parents who have been given even as little information as I have 
provided you today about how often condoms and contraceptives 
fail and how prevalent diseases have become. I believe parents 
would want a vigorous effective abstinence education program for 
their children if they knew the facts, even that I’ve provided you 
today. 

There’s abundant evidence that the safer sex paradigm has not 
solved the problem. As a matter of fact, Doug Kirby who is a well- 
known advocate of safer sex programs, if we would put up the next 
chart, after he did extensive research of the sexuality programs 
said it may actually be easier to delay the onset of intercourse than 
to increase contraceptive use. 
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We recognize that we not yet have sufficient data to positively 
determine the degree of effectiveness of abstinence education, but 
results are promising. 

Mr. Bilirakis. Please summarize. 

Mr. McIlhaney. I have just about two more sentences. The Na- 
tional Evaluation of Abstinence Programs of Mathematica will be 
completed in the year 2005. If we don’t continue with the current 
level of funding or if we change the focus of the programs funded, 
for example, by changing the A through H definitions, we’ll lose an 
invaluable opportunity to learn how we can effectively help young 
people avoid sexual activity, at risk behavior at least as detri- 
mental to their health as the use of alcohol drugs and tobacco. 

Thank you very much. 

[The prepared statement of Joe S. McIlhaney, Jr. follows:] 

Prepahed Statement of Joe S. McIlhaney, Jr., President, The Medical 
Institute for Sexual Health 

Thank you, Chairman Bilirakis and distinguished members of the Subcommittee. 

I am a gynecologist who practiced medicine for twenty-eight years. I had a re- 
warding practice of in vitro fertilization and surgery, but I left my practice to com- 
mit the remainder of my medical career to helping prevent two of the most profound 
medical problems of our day, out-of-wedlock pregnancy and sexually transmitted 
disease. I have been doing this through an organization called The Medical Institute 
for Sexual Health, which I founded in 1992. The mission of the Medical Institute 
for Sexual Health is to identify, evaluate and communicate credible scientific data 
in practical, understandable and dynamic formats to promote healthy sexual deci- 
sions and behavior in order to dramatically improve the welfare of individuals and 
society. 


the good news 

In 1996, I testified before the House Ways and Means Subcommittee on Human 
Resources on the proposed Welfare Reform Act. My message then was that sexually 
transmitted disease and non-marital pregnancy are hurting far more people in soci- 
ety than most members of Congress and other Americans realize. To its credit, in 
an effort to constructively and meaningfully deal with these pregnancy and disease 
problems. Congress funded abstinence education with $50 million a year for five 
years through the Title V provision of the Welfare Reform Act. This funding has 
helped more than 700 abstinence education programs around the country to devote 
serious and much needed attention to these problems. 

I come today with good news and bad news. The good news is that there is cred- 
ible evidence showing that abstinence education is having an impact. More young 
people are living an abstinent lifestyle, and fewer teens are becoming pregnant. 
Today, more than half of all high school students are virgins. Also, beginning in 
1990, the number of teens becoming pregnant began declining. Today we have the 
lowest teen birth rate that we have had since the 1950s, and teen pregnancy rates 
are lower than they have been any time since 1976.^-^ 

A ray of light and hope is emerging. Trend data showing declining sexual activity 
among adolescents and declining teen pregnancy rates reveal a societal shift in a 
positive direction — it is reasonable to conclude that one contributing factor is the 
concomitant rise in abstinence education programs, though how large of a contrib- 
uting factor we do not know. Some specific programs, such as the one in Monroe 
County, New York, and the Best Friends program that began in inner city Wash- 
ington, DC, show a very marked decline in pregnancy rates.''-® 

THE BAD NEWS 

But the bad news is that we still have an enormous problem. Sexually trans- 
mitted infection is highly prevalent among adolescents. Three to four million STDs 
are contracted yearly by 15 to 19 year-olds, and another five to six million STDs 
are contracted annually by 20 to 24 year-olds.® Approximately six percent of adoles- 
cent females tested at family planning clinics and nine percent of female U.S. Army 
recruits (12.2% of 17 year-olds) are infected with Chlamydia trachomatis 5.6% of 
12 to 19 year-olds and 17% of 20 to 29 year-olds are infected with herpes simplex 
virus type 2 (the virus that causes genital herpes).® And whereas in the 1960s, only 
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two STDs were of real concern, we are now aware of more than 25 (Appendix A). 
It is clear that, if and when young people begin sexual activity prior to marriage, 
they are at very high risk of acquiring an STD. 

One reason STDs have become so prevalent among young people is that, in spite 
of the recent trend toward later sexual initiation, we had for years been experi- 
encing a trend toward earlier sexual initiation, and the trend toward later marriage 
continues. The combination of these two factors means that people are likely to 
be single and sexually active for a significant period of time — 5 to 10 years or 
longer — during which they will normally accumulate a number of sexual partners. 
In fact, age of sexual onset is a very strong predictor of lifetime number of sexual 
partners. And an individual’s risk of ever having contracted a sexually trans- 
mitted disease is strongly linked to his or her lifetime number of sexual part- 
ners. 

In addition, a major shift has occurred over the past three decades. The diseases 
primarily infecting young people are no longer syphilis and gonorrhea, which are 
frequently symptomatic and treatable with penicillin, but viral diseases such as 
human papillomavirus (HPV), herpes, and the unusual bacterium, chlamydia. The 
viral diseases cannot be cured — only managed. And chlamydia, a major cause of in- 
fertility in young women, is asymptomatic in up to 85% of infected women but 
can still cause significant problems even without the presence of noticeable symp- 
toms. 

The sexually transmitted disease that has become the most common is a virus 
called human papillomavirus (HPV). The most recent major study about young 
women and HPV shows that 50% of sexually active women between the ages of 18 
and 22 are infected with HPV.^'^'^® The National Institutes of Health Workshop On 
The Scientific Evidence On Condom Effectiveness Eor STD Prevention reported that 
there is no evidence that condoms reduce the sexual transmission of this infection, 
The NIH report also found no evidence for risk reduction for the transmission of 
herpes. A recent study has shown that condom use can produce a significant reduc- 
tion (but not elimination) in the risk of herpes acquisition by women; however, the 
study did not find any impact for men.^® In addition, researchers at Johns Hopkins 
University, upon completing a study of STD prevalence at an adolescent clinic, 
found re-infection rates of chlamydia in adolescent girls to be so high that they rec- 
ommended testing every sexually active adolescent girl in the United States every 
six months for chlamydia infection (regardless of reported condom use).^i 

Even though the pregnancy rate among teens has declined, today, 78% of teen 
births are out-of-wedlock, compared to 15% in 1960. These out-of-wedlock births 
contribute to poverty, crime, and negative outcomes for children including physical 
and emotional health problems, and educational failure. For example: 

1. Poverty — In 1995, 66% of families with children headed by a never-married single 

parent were living in poverty.^® 

2. Child health “White infants born to unmarried mothers are 70% more likely to 

die in infancy. Black infants born to unmarried mothers are 40% more likely 

to die.^"* 

3. Education — Living in a single-parent family approximately doubles the likelihood 

that a child will become a high-school dropout.^® 

4. Crime — Boys raised in single-parent homes are twice as likely to commit a crime 

that leads to incarceration by their early thirties.^® 

“ABSTINENCE PLUS” EDUCATION IS NOT THE ANSWER 

Many have suggested that so-called “abstinence plus” — dual message programs 
discussing abstinence while also teaching all about contraception — is the appro- 
priate answer to the twin epidemics of sexually transmitted diseases and out-of-wed- 
lock pregnancies. Yet, for many years, it is just such programs that have been the 
predominant approach of sexuality education. And what did we see during these 
years? A genuine epidemic of sexually transmitted diseases is devastating our young 
people. 

There have been many studies of dual message educational programs. Only a 
handful of these studies have found any significant impact on ANY behavioral or 
health outcome. And most of these have only made “statistically significant” im- 
pacts on behavioral outcomes (many times of questionable practical significance — 
such as “condom use at last intercourse” and “frequency of unprotected sex” in the 
past few months). Only two of the CDC’s “Programs That Work” have reported sta- 
tistically significant delays in the initiation of sexual activity, and only one of these 
has reported a truly substantial impact on this outcome.^®-^® Recently and to the 
acclaim of the media, a study reported a reduction in pregnancy rates among par- 
ticipants in a teen pregnancy prevention program. The intervention made no impact 
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on rates of sexual activity and did not even measure STD rates. And the impact 
on teen pregnancy was almost entirely attributable to injectable contraception use, 
which provides NO risk reduction for HIV or any other STD.^o Additionally, this 
intervention was so expensive, per student, that it cannot be considered a reason- 
able option in most settings. Finally, not a single one of the CDC’s so-called “Pro- 
grams That Work” has even investigated its impact on STD or pregnancy rates!^^ 

Despite what you may sometimes hear, there is no abundance of evidence that 
“dual message” or “comprehensive” programs are effective at preventing teen preg- 
nancies and STDs. In fact, there is precious little evidence that these programs are 
really successful at all. Proponents of dual message programs face the same prob- 
lems today as they have for many years — an inability to document tangible success 
in protecting adolescent health. And to whatever extent these programs give young 
people the impression that “sex is really not a big concern, as long as you ‘protect 
yourself,” such programs may even contribute to the problem. 

Additionally, “safer sex” programs do not even address the problem of out-of-wed- 
lock pregnancy. At best, these programs may encourage young people to wait before 
having sex; but there is rarely if ever any mention of the importance of actually 
being abstinent UNTIL MARRIAGE. As I have already stated, in spite of the recent 
decline in teen pregnancy rates, there has been a steady increase in the proportion 
of teen births occurring to unmarried teens. Similarly, the proportion of all births 
occurring out of wedlock has risen dramatically in the past few decades, so that in 
1999, 33% of all American births occurred to unmarried women (compared to just 
18% in 1980)^^. Could this increase be related to the lack of an emphasis on mar- 
riage in our classrooms over that period? It has only been in the past few years that 
this trend has begun leveling off, but certainly there must be a much greater em- 
phasis placed on abstinence until marriage, not just until some unspecified later 
date — an emphasis that is clearly required by the Section 510 definition of absti- 
nence education. 

Much has been made of the fact that many parents and sexuality education teach- 
ers believe it is necessary, as an element of public sexuality education, to teach kids 
very directly how to use condoms and contraceptives. Clearly, parents care about 
their adolescent children and desperately want to protect them from harm. Unfortu- 
nately, far too many parents are inadequately informed about the problems of con- 
traceptive and condom use. How many parents know, for example, that condoms do 
not appear to reduce the risk of infection with human papillomavirus, which is the 
cause of almost all cervical cancer and most abnormal Pap smears? Do most parents 
understand that even with 100% consistent condom use, their sexually active ado- 
lescents are at risk of contracting one of the other prevalent STDs (gonorrhea, 

chlamydia, trichomoniasis, etc )? Do parents understand that, for many sexually 

transmitted diseases, if condoms are not used 100% of the time it is little or no bet- 
ter than not using a condom at all, ever?^® jf America’s parents knew the facts — 
and these are scientifically supported facts, not conjecture nor ideology — we know 
they would agree with us: Their children need to hear that the only reliable way 
to protect themselves from a sexually transmitted disease that can have lifelong, 
physically and emotionally painful ramifications, is to abstain from sexual activity. 

MAHRIAGE IS A HEALTH ISSUE 

Title V clearly articulates an abstinence-until-marriage message. Marriage in- 
volves both personal and public health issues. An individual’s number of sexual 
partners is directly linked to his or her risk of contracting a sexually transmitted 
disease. The one environment where people are most likely to have one sexual part- 
ner for a long period of time is marriage. The largest study ever done examining 
sex in America was conducted by researchers at the University of Chicago and pub- 
lished in the aptly named book. Sex in Americafi'^ These researchers reported that, 
in contrast to what most Americans believe, when a marriage is intact, married cou- 
ples almost never have sex outside of that marital relationship. Young people should 
be encouraged to maximize their own personal health by reserving sexual activity 
for marriage. 


CONCLUSION 

With STD prevalence among young people continuing at high levels, condoms 
clearly not eliminating the risk of any STD, and a continued increase in the propor- 
tion of births occurring to unmarried mothers, there is abundant evidence that the 
“safer sex” paradigm, despite more than 20 years and a variety of education pro- 
grams designed to promote condom use, has not solved the problem. Since new re- 
search is beginning to suggest that abstinence education can effectively address 
these problems, it is important that we continue the effort begun in 1996 and allow 
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these programs sufficient time to continue to prove their effectiveness. Title V, in- 
cluding the definitions A through H, must be maintained as is. Doing so will ensure 
that research and evaluation can continue so that we can learn how this option is 
best delivered, and how abstinence education can best protect young people. 

We recognize that we do not yet have sufficient data to positively determine the 
degree of effectiveness of abstinence education. But results are promising. The na- 
tional evaluation of abstinence programs by Mathematica will be completed in 2005. 
If we do not continue with the current level of funding, or if we change the focus 
of the programs funded under Title V, we will lose an invaluable opportunity to 
learn how we can effectively help young people avoid sexual activity — a risk behav- 
ior at least as detrimental to their health as the use of alcohol, drugs, and tobacco. 
And there will be no going back. If we damage the integrity of Title V the oppor- 
tunity to fully explore this public health option will be lost. This is not about politics 
or ideology. This is about medicine, science, and data. All of which tell us the old 
approaches aren’t working, not when millions of adolescents are contracting sexually 
transmitted diseases. We owe it to our young people to fully explore and evaluate 
the abstinence education approach, and that means continuing the Title V program 
as it is currently designed and being implemented. 
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APPENDIX A: LIST OF SEXUALLY TRANSMITTED DISEASES 

1. Gonorrhea; 2. Chlamydia; 3. Lymphogranuloma venereum (caused by certain 
strains of Chlamydia trachomatis); 4. Syphilis; 5. Chancroid; 6. Donovanosis (Granu- 
loma inguinale); 7. Ureaplasma urealyticum; 8. Human Immunodeficiency Virus 
(HIV) Types I and II; 9. Shigellosis*; 10. Salmonellosis*; 11. Herpes Simplex Virus 
Types I and H; 12. Cytomegalovirus*; 13. Human Papillomavirus (approximately 30 
sexually transmitted strains); 14. Molluscum contagiosum; 15. Hepatitis A; 16. Hep- 
atitis B; 17. Hepatitis C*; 18. Hepatitis D*; 19. Body or pubic lice; 20. Trichomo- 
niasis; 21. Scabies*; 22. Giardiasis*; 23. Amoebiasis*; 24. Bacterial vaginosis*; and 
25. Human Herpes Virus type VIH; 

* Sexual transmission occurs but is not the primary mode of transmission. 

Mr. Bilirakis. Thank you very much, Doctor. 

Dr. Kaplan. 


STATEMENT OF DAVID W. KAPLAN 

Mr. Kaplan. Mr. Chairman, thank you very much for inviting 
me to testify before the subcommittee today on the important topic 
of sex education for our Nation’s youth as you consider reauthor- 
izing the abstinence only provisions of the 1996 law and formally 
known as welfare reform. 

I am Chief of Adolescent Medicine and Professor of Pediatrics in 
the Department of Pediatrics at the University of Colorado School 
of Medicine and head of Adolescent Medicine at the Children’s Hos- 
pital in Denver. As a physician who sees the realities of adolescent 
life on a daily basis, the struggles with emerging sexuality, the im- 
pact of peer pressure and the media, the effort to make responsible 
decisions and the consequences of poor choices, I wish to appeal to 
the subcommittee and indeed to the Congress as a whole to be real- 
istic and responsible when it comes to sex education and to provide 
young people with all the information they need to protect their 
health and lives in the era of AIDS. 

Do not make this an either/or issue because it’s not. Young peo- 
ple need information about abstinence and they need information 
about contraception. They need information about abstinence be- 
cause, as the American Academy of Pediatrics policy statement on 
adolescent HIV prevention states, “it is the surest way to prevent 
STDs including HIV infection and pregnancy.” 

The Academy policy statement goes on to say “although absti- 
nence is the safest method of avoiding sexual exposure to HIV, it 
is impossible to predict which adolescents will remain abstinent. 
Therefore, education about safer sexual practices including the use 
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of condoms and other barrier methods needs to be provided to ado- 
lescents in order to protect them.” 

More than half of all the teens ages 15 to 19 in this country have 
had sex. That figure is nearly 70 percent for 18-year-olds. Whether 
you are a pediatrician or a policymaker, a parent or a teacher, this 
reality confronts us. We must stop politicizing the issue and ac- 
knowledge the need for teens to learn how to protect themselves 
from unintended pregnancy and STDs. Parents themselves are far 
more pragmatic and realistic than conventional wisdom would have 
us believe. The Kaiser Family Foundation released a major survey 
of parents, their teens, sex education teachers and principals and 
in that survey 85 percent of parents said how to use condoms and 
other forms of birth control should be covered as well as how to 
talk about their use with partners. 

Young people themselves share similar views and say that there 
should be more, not less, information provided in sex education 
classes. Young people say there should be more information on how 
to use and where to get birth control. They also say they need more 
information on how to talk with the partner about birth control 
and sexually transmitted diseases. 

I’m a physician. My testimony is based both on my experience in 
providing health care to teenagers over the last 30 years and sci- 
entific evidence. Neither the evidence justifies nor my experience 
supports further funding of abstinence only programs. In 2001, the 
National Campaign to Prevent Teenage Pregnancy found no cred- 
ible studies of abstinence only education showing any significant 
impact on participants’ initiation of or frequency of sex and con- 
trary to the governing myth underpinning abstinence only edu- 
cation comprehensive sex education actually delays the onset of sex 
and reduces its frequency and increases contraceptive use. That’s 
why comprehensive sex education, not abstinence only is worth 
funding. 

Again, the American Academy of Pediatrics reached a similar 
conclusion on censoring information and denying access to contra- 
ception and I quote, “there is no evidence that refusal to provide 
contraception to adolescents results in abstinence or postponement 
of sexual activity. In fact, if adolescents perceive obstacles to ob- 
taining contraception and condoms, they are more likely to have 
negative outcomes to sexual activity. In addition, no evidence exists 
that the provision of information to adolescents about contraception 
results in increased rates of sexual activity, earlier age of first 
intercourse or greater number of partners. 

“Two school-based controlled studies have demonstrated a delay 
on the onset of sexual intercourse in the intervention group that 
used a comprehensive approach that included a discussion of con- 
traception. Availability of contraception is not causally related to 
sexual experimentation.” 

Simply put, informing young people about contraception does not 
cause them to have sex. The basic foundation of sound public 
health policy is education. 

There is a clear consensus among experts that abstinence only 
education that censors information about contraception does not 
constitute sound public health policy. Indeed, I cannot think of any 
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other issue which is so strongly endorsed by the leading health and 
medical organizations, yet remains held hostage to politics. 

In 2001, the Surgeon General recommended giving information 
on both abstinence and contraception. The National Academy of 
Sciences Institute of Medicine criticizes abstinence only education 
and supports comprehensive sex and HIV education programs 
which it says can reduce high risk sexual behaviors among adoles- 
cents. 

The National Institute of Health concluded “abstinence only pro- 
grams cannot be justified in face of the effective programs given ef- 
fect that we face an international emergency on HIV.” 

Mr. Bilirakis. Please summarize. Doctor. 

Mr. Kaplan. In summary, I would suggest a few key principles. 
First of all, do no harm. Provide medically accurate information 
about abstinence and contraception. Second, teachers should not be 
censored from answering young people’s questions about their 
health. Third, we need to follow research, what really works, and 
last, we need to be realistic and provide young people with all the 
information they need to protect their lives and health in an era 
of AIDS. 

Thanks very much. 

[The prepared statement of David W. Kaplan follows:] 

Prepared Statement of David Kaplan, Chief of Adolescent Medicine, 
Department of Pediatrics, University of Colorado School of Medicine 

Thank you very much for inviting me to testify before the subcommittee today on 
the important topic of sex education for our nation’s youth, as you consider reau- 
thorizing the abstinence-only provisions of the 1996 law informally known as “wel- 
fare reform.” I am Chief of Adolescent Medicine and Professor of Pediatrics in the 
Department of Pediatrics, at the University of Colorado School of Medicine, and 
head of adolescent medicine at the Children’s Hospital in Denver. I am also the 
Chairman of the Committee on Adolescence at the American Academy of Pediatrics. 

As a physician who sees the realities of adolescent life on a daily basis — the strug- 
gle with emerging sexuality, the impact of peer pressure and the media, the effort 
to make responsible decisions and the consequences of poor choices’ I wish to appeal 
to the subcommittee — and, indeed to the congress as a whole — to be realistic and 
responsible when it comes to sex education and to provide young people with all the 
information they need to protect their health and lives in the era of AIDS. 

Do not make this an either/or issue — because it is not. Young people need infor- 
mation about abstinence and contraception. They need information about abstinence 
because, as the american academy of pediatrics policy statement on adolescent HIV 
prevention states, “it is the surest way to prevent stds, including HIV infection, and 
pregnancy.” ' 

The academy policy statements go on to say: “although abstinence ... is the safest 
method of avoiding sexual exposure to HIV, it is impossible to predict which adoles- 
cents will remain abstinent. Therefore, education about safer sexual practices, in- 
cluding latex condom use, and other barrier methods should be provided so adoles- 
cents might opt to stop or alter their sexual behavior.” ^ 

More than half of all teens aged 15-19 in this country have had sex. That figure 
is nearly 70% for 18 year-olds. ^ Whether you are a pediatrician or a policymaker, 
a parent or a teacher, this reality confronts us. We must stop politicizing the issue 
and acknowledge the need for teens to learn how to protect themselves from unin- 
tended pregnancy and STDs. 

Parents themselves are far more pragmatic and realistic than conventional wis- 
dom would have us believe. The Kaiser Family Foundation released a major survey 


^ Committee on Adolescence, American Academy of Pediatrics (AAP), Condom Use By Adoles- 
cents, 107(6) Pediatrics 1463, 1467 (June 2001). 

2 Committees on Pediatric AIDS and Adolescence, AAP, Adolescents and Human Immuno- 
deficiency Virus Infection: The Role of the Pediatrician in Prevention and Intervention, 107(1) 
Pediatrics 188-190 (Jan. 2001). 

3 The Alan Guttmacher Institute (AGI), Teen Sex and Pregnancy, Facts in Brief (1999). 
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of parents, their teens, sex education teachers, and principals. In that survey, 85% 
of parents said how to use condoms and other forms of birth control should be cov- 
ered, as well as how to talk about their use with partners (88%)."^ 

Young people themselves share similar views, and say there should be more, not 
less, information provided in sex education classes. Young people say there should 
be more information on how to use and where to get birth control; they also say 
they need more information on how to talk with a partner about birth control and 
STDs.5 

I am a physician. My testimony is based both on my experience providing health 
care to teenagers over the last 30 years and the scientific evidence. Neither the evi- 
dence justifies nor my experience supports further funding of abstinence-only pro- 
grams. In 2001, the national campaign to prevent teen pregnancy found no credible 
studies of abstinence-only education showing any significant impact on participants’ 
initiation of or frequency of sex. And contrary to the governing m 3 dh underpinning 
abstinence-only education, comprehensive sex education actually delays the onset of 
sex, reduces its frequency and increases contraceptive use.® That’s why comprehen- 
sive sex education — not abstinence-only — is worth funding. 

Again, the american academy of pediatrics reached a similar conclusion on cen- 
soring information and denying access to contraception: 

“There is no evidence that refusal to provide contraception to an adolescent re- 
sults in abstinence or postponement of sexual activity. In fact, if adolescents per- 
ceive obstacles to obtaining contraception and condoms, they are more likely to have 
negative outcomes to sexual activity. In addition, no evidence exists that provision 
of information to adolescents about contraception results in increased rates of sexual 
activity, earlier age of first intercourse, or a greater number of partners. Two school- 
based controlled studies that demonstrated a delay of onset of sexual intercourse in 
the intervention group used a comprehensive approach that included a discussion 
of contraception. Availability of contraception is not causally related to sexual ex- 
perimentation.” 

Simply put, informing young people about contraception does not cause them to 
have sex. The basic foundation of sound public health policy is education. 

There is a clear consensus among the experts that abstinence-only education that 
censors information about contraception does not constitute sound public health pol- 
icy. Indeed, I cannot think of any other issue which is so strongly endorsed by the 
leading health and medical organizations, yet remains hostage to politics. 

• In 2001, the surgeon general recommended giving information on both abstinence 

and contraception.® 

• The National Academy of Sciences’ Institute of Medicine criticizes abstinence-only 

education and supports comprehensive sex and hiv/aids education programs, 
which, it says, can reduce high-risk sexual behaviors among adolescents.® 

• The National Institutes of Health concluded: “abstinence-only programs cannot be 

justified in the face of effective programs and given the fact that we face an 
international emergency in the AIDS epidemic.” 

• The American Academy of Pediatrics recommended last year that “all adolescents 

should be counseled about the correct and consistent use of latex condoms to 
reduce risk of infection.” " 

• The American Medical Association urges schools to implement comprehensive sex 

education programs that include information about contraceptives.'^ 


‘'News Release, Kaiser Family Foundation (KFF), National Study on Sex Education Reveals 
Gaps Between What Parents Want and Schools Teach (Sept. 22, 2000). 
s/d. 

® Douglas Kirby, The National Campaign to Prevent Teen Pregnancy, Emerging Answers: Re- 
search Findings on Programs to Reduce Teen Pregnancy (2001), at 88, 95. 

"'Committee on Adolescence, AAP, Contraception and Adolescents, 104(5) Pediatrics 1161 (Nov. 
1999). 

^The Surgeon General’s Call to Action to Promote Sexual Health and Responsible Sexual Be- 
havior (July 9, 2001), at http://www.surgeongeneral.gov/library/sexualhealth/call.htm. 

® Committee on HIV Prevention Strategies in the United States, Institute of Medicine, No 
Time to Lose: Getting More from HIV Prevention 118-20 (National Academy Press 2001). 

'"National Institutes of Health, Interventions to Prevent HIV Risk Behaviors, NIH Consensus 
Statement (Feb. 11-13, 1997), at 16. 

' ' AAP, supra note 2. 

'2 Council on Scientific Affairs, American Medical Association, Report 7 of the Council on Sci- 
entific Affairs (1-99): Sexuality Education, Abstinence, and Distribution of Condoms in Schools, 
at http://www.ama-assn.org/ama/pub/article/2036-2376.html (last visited Mar. 4, 2002). 
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• The American College of Obstetricians and Gynecolo^sts supports sex education 

programs that include information about contraception. 

• And the American Public Health Association urges that comprehensive sex edu- 

cation be included as an integral part of all school systems’ curricula. 

The Office of the Surgeon General. The Institute of Medicine. The NIH. The 
American Academy of Pediatrics. The AMA. AGOG. APHA. Those are the profes- 
sionals, the most respected leadership in our country. Unanimously, they take the 
same, evidence-based approach I urge congress to adopt. Yet, in programs funded 
with abstinence-only dollars, teachers can’t even answer students’ questions about 
prohibited topics — despite experts’ recommendations. 

Information is a tool, not an opponent, of responsible, healthy decision-making. 
Our young people are not all the hormone-driven stereotypes we see portrayed so 
often in our culture. They are capable of making good choices. Depriving them of 
medically accurate information will not protect them. It will only make them more 
vulnerable. 

Mr. Chairman, our nation’s youth face a reproductive health crisis: despite some 
encouraging signs that adolescent pregnancy rates are declining teens still con- 
front the twin epidemics of teen pregnancy (numbering almost 900,000 a year*®) 
and HIV, as well as other sexually transmitted diseases. Every day in America 
10,000 young people contract a sexually transmitted disease, 2400 become pregnant, 
and tragically, 55 contract HIV.''^ I know in my heart that we can do a better job 
for our youth. 

In closing, I would suggest that we follow a few key principles: 

• Do no harm. Provide medically accurate information about abstinence and contra- 

ception. 

• Teachers must not be censored from answering young people’s questions about 

their health. 

• Follow the research on what really works. 

• Be realistic. Provide young people with all the information they need to protect 

their health and lives in the era of aids. 

Thank you very much. 

Mr. Bilirakis. Thank you very much, sir. 

Ms. Mann. 


STATEMENT OF CINDY MANN 

Ms. Mann. Thank you, Mr. Chairman, and members of the com- 
mittee for the opportunity to testify about health care coverage for 
families leaving welfare and specifically the Transitional Medical 
Assistance program. 

Let me start with what I think is a sobering fact and that is if 
you are a parent, caring for a child, and you are poor, that is your 
income is below poverty, you are more likely to be uninsured if you 
have a job, than if you don’t have a job. Poor parents who work 
are — 43 percent of poor parents who work don’t have health insur- 
ance coverage. This anomaly occurs because poor and near poor 
parents are caught between two systems of coverage. The first sys- 
tem, I think which most of us are most familiar with is the em- 
ployer-based health care system. Most of us get our health insur- 
ance coverage from our employers, but that’s not true with low 


■3 American College of Obstetricians & Gynecologists (ACOG) Statement of Policy, Statement 
on Sexuality Education (July 1996); ACOG Statement of Policy, The Limitations of Abstinence- 
Only Sexuality Education (May 1998). 

'^American Public Health Association, Policy Statement 9309: Sexuality Education (Jan. 1, 
1993). 

Ventura et al., Declines in Teenage Birth Rates, 1991-98: Update of National and State 
Trends, National Vital Statistics Report (Centers for Disease Control & Prevention) (Oct. 25, 
1999), at 2. 

^®AGI, Teenage Pregnancy: Overall Trends and State-by-State Information (Apr. 1999), table 
3. 

Pregnancy and STD statistics are for teens aged 15-19; HIV statistics are for young people 
aged 13-24. Id.\ KFF & American Social Health Association, Sexually Transmitted Diseases in 
i^^erica: How Many Cases and at What Cost? 4, 8 (1998); Office of National AIDS Policy, The 
White House, Youth and HIV ! AIDS: A New American Agenda (Sept. 2000), at v. 
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wage workers. If you have low wages, you’re much less likely to get 
coverage through your job. A study in 1988 looking at people with 
earnings of about $7 an hour or less showed that only 50 percent 
of them had employer-based coverage either through their own em- 
ployer or through their spouse’s employer. Forty percent weren’t of- 
fered coverage at all, and 10 percent declined that coverage largely 
because of their costs. 

The second system that poor parents are caught between is pub- 
licly funded coverage. Medicaid and the States Children’s Health 
Insurance Program now offered coverage to most of the children in 
low income working households, however, the parents in those 
households are largely left out of publicly financed coverage. Med- 
icaid eligibility for parents is no longer tied to welfare. Delinking 
Medicaid and welfare eligibility was part of the welfare law that 
was enacted in 1996. However, most States set their eligibility lev- 
els for parents in Medicaid at income levels that are about the 
same levels as welfare. If you earn about the average wage that 
people earn when they leave welfare for work, about $1300 a 
month, which is about the poverty line for a family of three, you 
are ineligible for Medicaid in 39 States. That’s where TMA comes 
in and the Chairman aptly described the purpose of TMA. It pro- 
vides time-limited Medicaid coverage to those parents who already 
have Medicaid coverage and who then get a job and would lose 
their on-going regular Medicaid coverage because of their earnings. 
They don’t get employer-based coverage. They’re no longer eligible 
for regular Medicaid. TMA provides them an extension of coverage. 
It doesn’t last forever. It’s limited to 12 months and some people 
get it for less than 12 months, but it does assure that a parent can 
take the job and not immediately at least lost their Medicaid cov- 
erage when they join the workforce. 

It’s a program that’s enjoyed broad bipartisan support for almost 
20 years. It was first created actually in 1984, amended and ex- 
panded in 1998 and revisited and extended again in 1996 at the 
Welfare Law and extended again in the year 2000. 

While there seems to be very broad consensus in this committee 
and beyond that TMA ought to be continued, there has been some 
concern about low participation rates in the TMA program. In the 
past several years there’s been a considerable amount of attention 
paid as to why Medicaid rolls have declined at the same welfare 
rolls have declined, even though the two programs have become 
delinked. There were many reasons for some of the problems that 
were experienced, particularly having to do with State and local 
implementation of the delinking provisions and some slowness at 
the State and local level to change computer systems to ensure that 
when people left the welfare system, they were properly continued 
on Medicaid, generally, and on TMA if that was the category of 
Medicaid that they qualified for. Other problems arose because 
families didn’t always know they were eligible for TMA. 

Some of these problems have been addressed and Medicaid en- 
rollment is beginning to rebound in a number of States. However, 
other problems have come to surface that have interfered with 
TMA participation. Let me mention a few steps that can be rem- 
edied only with legislative changes. 
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First, TMA is limited to those people who have heen on Medicaid 
for at least 3 out of 6 months prior to getting a job. That seems 
to conflict with State efforts to encourage quick attachment to the 
labor market. Let me give you an example. If you are a family, 
you’re on welfare in January and Medicaid is starting in January, 
you get a job in February that doesn’t offer health insurance cov- 
erage and you’re no longer eligible for Medicaid because of your 
wages, you would not be able to qualify for TMA under Federal 
rules because you will not have met that 3 out of 6 months require- 
ment. 

Second, TMA is limited to 12 months, as we’ve noted. Some 
States would like to extent TMA beyond that period of time, but 
they don’t have the statutory discretion to do that. 

And third. I’d like to mention some very prescriptive reporting 
requirements that are built into the Federal law. States must send 
families forms and families must fill out forms in the 4th, 7th and 
10th month of this limited 12-month period of coverage. It’s really 
the only area in the Medicaid statute that I can think of where the 
reporting requirements are laid out in this kind of way. Generally, 
States have the responsibility to make sure that people who are in 
the Medicaid program are eligible, but in the area of TMA, the 
statute is very prescriptive and tells States exactly how they need 
to proceed. These reporting requirements have been administrative 
barriers for States and they have caused eligible families to lose 
coverage. 

Let me close by noting how important health care coverage is to 
the population that’s targeted by TMA. Low-income parents tend to 
have greater health care problems than other people and those 
health care problems, as members have noted, will interfere with 
their ability to care for their children and to support their families 
through employment. Health coverage doesn’t guarantee good 
health, but it certainly provides access to care that can bring a 
measurable difference in the lives of poor families. 

When the welfare reform was debated in 1996, there was nearly 
universal agreement that health care coverage was a critical part 
of the support system to help struggling families stay afloat with 
limited wages. TMA is not the solution to the coverage problems 
faced by poor families, but it is certainly a very critical component 
of our far from perfect system. 

Mr. Bilirakis. Please summarize, Ms. Mann. 

Ms. Mann. Without TMA, there can be little doubt that more 
poor working parents will, in fact, join the ranks of the uninsured. 
I’ll close there. 

[The prepared statement of Cindy Mann follows:] 

Prepared Statement of Cindy Mann, Senior Fellow, Kaiser Commission on 
Medicaid and the Uninsured 

Thank you for the opportunity to offer testimony on Transitional Medical Assist- 
ance. 

I am Cindy Mann, Senior Fellow with the Kaiser Commission on Medicaid and 
the Uninsured. The national nonpartisan Commission services as a policy institute 
and forum for analyzing health care coverage and access for low-income populations 
and assessing options for reform. Before joining the Commission, I served as the Di- 
rector of the Family and Children’s Health Program Group at the Health Care Fi- 
nancing Administration (now the Centers for Medicare and Medicaid Services) over- 
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seeing the administration of Medicaid for families and children, including Transi- 
tional Medical Assistance. 

Low-income people (those with incomes below 200% of the federal poverty line, or 
$30,040 for a family of three), including parents who have left welfare and are now 
employed, have a much higher risk than others of being uninsured. A third of low- 
income parents, including 40 percent of parents with incomes below poverty, lack 
health insurance coverage. (The poverty level is $15,020 for a family of three.) Fig- 
ure 1. Ironically, poor parents are more likely to be uninsured if they are employed 
than if they are not employed (43% uninsured v. 31% uninsured) because low-wage 
workers often do not have access to employer-based coverage and, in most states, 
Medicaid eligibility standards for parents are so low that even parents with very 
low wages are “over income” and cannot qualify for ongoing Medicaid coverage. 

Transitional Medical Assistance (TMA) is one policy that helps address this trou- 
bling dynamic. TMA offers critical support to many of the most vulnerable families 
in this nation. It provides temporary health care coverage to families with low 
wages, primarily those who have left welfare to take a job. TMA covers children and 
their parents, but it is particularly important for low-income working parents for 
whom TMA is often their only source of coverage. If TMA lapses at the end of this 
fiscal year, poor and near-poor parents will become uninsured, with adverse effects 
for their health, their ability to care for their children, and their capacity to retain 
employment and support their families. On the other hand, if TMA is extended and 
improved, even more low-income working parents will have a guarantee of coverage 
at least for a limited period of time. 

TMA has been supported and expanded over the years 

TMA is a common-sense “welfare-to-work” initiative that was created with strong 
bipartisan support years before the current era of welfare reform. It was first estab- 
lished in 1984 and was revised and expanded in 1988 as part of the Family Support 
Act of 1988. During this time, Medicaid eligibility for families with children was 
linked to welfare. In general, this meant that families that received welfare (Aid to 
Families with Dependent Children, or AFDC) were automatically enrolled in Med- 
icaid and that when a family left welfare its Medicaid coverage would end. Congress 
recognized that parents leaving welfare for work are often not offered coverage at 
their workplace and was concerned that the loss of Medicaid coverage could discour- 
age families from seeking jobs and make it difficult for them to retain employment. 
The 1987 Report of the House Energy and Commerce Committee accompanying the 
measure that broadened TMA noted that “(F)ormer AFDC families that work their 
way off welfare have the greatest need for health care coverage, because they are 
least able to pay for services out of pocket and because their health is more likely 
to be poor. Yet these are precisely the families that are among those most likely 
to be uninsured.” ' TMA assured that parents receiving welfare could take a job 
without losing Medicaid at least for a limited period of time.^ 

In 1996, when Congress drafted the Personal Responsibility and Work Oppor- 
tunity Reconciliation Act of 1996 (PRWORA) to replace AFDC with the Temporary 
Assistance to Needy Families (TANF) block grant, it revisited Medicaid coverage 
rules, including TMA. Welfare reform underscored the important role Medicaid 
plays for low-income families, including those who may not be receiving welfare. 
PRWORA broke the historic link between Medicaid and welfare and created in its 
place a new Medicaid eligibility category for families with children. Under these 
new rules, families qualify for Medicaid based on their income, not based on their 
status as welfare recipients. PRWORA also extended TMA to 2001, demonstrating 
Congress’ continued commitment to assuring that families would not immediately 
lose health care coverage if they left welfare because a parent in the family found 
emplo 3 Tnent. The TMA sunset date was extended for one more year in legislation 
enacted in 2000. ^ 

Under current law, states must provide TMA to families who otherwise would be- 
come ineligible for ongoing Medicaid coverage under the new family coverage cat- 
egory (“section 1931”) created by PRWORA.** TMA is available if the family was re- 
ceiving Medicaid for three out of the prior six months and is losing regular Medicaid 
because of earnings or child support payments. If the receipt of child support trig- 
gers TMA coverage, the family is eligible for four months of coverage, if TMA is 
Based on earnings, the family is eligible for six months of coverage, plus an addi- 
tional six months if family income, less child care expenses, stays below 185 percent 
of the poverty level ($27,787 for a family of three) and the family complies with fed- 
eral reporting requirements. Families with access to employer-based coverage can 
combine this coverage with Medicaid. TMA would cover some medical services not 
covered by the employer plan, and help pay premiums and cost sharing imposed by 
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the employer plan. Employer-based coverage is often not available to parents leav- 
ing welfare 

While most Americans receive their health care coverage through employer-sub- 
sidized plans, low-wage workers are substantially less likely to have job-based cov- 
erage. In 1998, only half of the workers earnings less than $7 an hour (which is 
close to the average wage earned by those leaving welfare who are employed) were 
covered by plans offered either by their employers or their spouses’ employer. Forty 
percent were not offered health insurance and an additional 10 percent declined an 
offer of coverage, largely as a result of costs. Figure 2. Even without considering 
deductibles and co-payments, the average cost of maintaining coverage offered 
through the work place is often well beyond the reach of parents leaving welfare. 
The average employee contribution for family coverage in 2001 would consume 11 
percent of the average gross earnings reported by families leaving welfare for em- 
ployment ($1,360 a month). 5 Individual coverage is less costly but still difficult for 
many families living below or close to the poverty level to afford, and premium costs 
are rising rapidly. 

Other factors that typify the circumstances of many of the families leaving welfare 
also contribute to low rates of employer-based coverage among TANF leavers. Par- 
ents leaving welfare are often new employees both because they may be entering 
the labor market for the first time and because they change jobs often due to the 
dynamics of the low-wage labor market and the challenges of maintaining child care 
and reliable transportation. New employees are often not offered employer-based 
coverage even in firms that offer longer-term employees coverage. In addition, 
women leaving welfare frequently find work at retail or service firms where em- 
ployer-based coverage is less prevalent. 

For all these reasons, only a small portion of families leaving welfare have em- 
ployer-based coverage. The Urban Institute found that, in 1999, on average, only 
one out of five parents had employer-based coverage in the first year after leaving 
welfare. Employer-based coverage picked up substantially after one year, but still, 
even at a time when the economy was particularly strong, only a minority (44%) 
of parents had employer-based coverage more than one year after leaving welfare.'’ 

For parents, regular Medicaid often does not fill the gap left by employer -based cov- 
erage 

Medicaid and now the State Children’s Health Insurance Program (SCHIP) fill in 
much of the gap in coverage for children left by relatively low rates of job-based cov- 
erage among low-income workers and their dependents. Under federal minimum eli- 
gibility standards, all states must provide Medicaid coverage to children under age 
six if their incomes are below 133 percent of the federal poverty line ($19,977 for 
a family of three). Older children must be covered if their income is below the pov- 
erty level. Options available to states to receiving federal matching funds to cover 
children at higher levels have prompted most states to expand coverage through 
Medicaid and SCHIP beyond these minimum levels. As of January 2002, every state 
covered children with incomes up to at least 140 percent of the poverty line, and 
all but 1 1 states covered children with incomes up to 200 percent of FPL. As a re- 
sult, most (83%) low-income children are now eligible for Medicaid or SCHIP.’ Many 
immigrant children are still left out of coverage, but for most other children the pri- 
mary challenge is to improve participation rates in Medicaid and SCHIP. 

The story is far different for the parents of these children. There is no uniform 
national minimum eligibility standard applicable to parents under Medicaid; the 
federal minimum standard varies by state pegged to the state’s 1996 AFDC income 
standard. States have options to broaden their family coverage to reach more low- 
income working parents, but to date, only 18 states cover parents with incomes at 
100 percent of the poverty level through regular Medicaid (or through a waiver). In 
seven states the income elimbility standard for a parent with earnings is below 33 
percent of the poverty line ($4,957 for a family of three). Figure 3. 

As a result of these low eligibility standards, in most states low-income working 
parents, including many of those leaving welfare, have too much income to qualify 
for regular Medicaid. The earnings of those who leave welfare and find jobs average 
$1,360 a month.* This is below the poverty level for a family of three, yet in 39 
states a parent with two children earning this amount will be “over income” for reg- 
ular Medicaid.^ In the absence of TMA, most parents at these wage levels would 
not have any route to Medicaid coverage unless they are pregnant or disabled. 
Given limited access to employer-based coverage, parents moving into the labor 
market earning these wages would be at great risk of being uninsured if TMA were 
not available. 
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TMA implementation issues 

While TMA has been a valuable source of coverage for millions of people in low- 
income working families, TMA has not always operated smoothly for either families 
or for states. Some problems have arisen as a result of implementation problems 
at the state and local level. In addition, some families do not take advantage of 
TMA because they are unaware of the coverage it offers. Families often close their 
Medicaid case when someone in the household finds employment, unaware that they 
may continue to be eligible for Medicaid. Many families wrongly assume that they 
have to be receiving welfare in order to qualify for Medicaid. 

Implementation problems were identified following the enactment of the federal 
welfare law in 1996. The welfare rolls plummeted, and, in many states, Medicaid 
enrollment dropped sharply as well even though most families leaving welfare 
should have been eligible for Medicaid at least for a temporary period of time." 
Some of the decline occurred because state and local procedures and computer sys- 
tems did not ensure that families who were leaving welfare were being properly 
evaluated for continuing Medicaid eligibility, including TMA. Studies have found 
that only one third to one half of the adults leaving welfare had Medicaid coverage 
following their TANF exit. According to an analysis by the Urban Institute relying 
on 1999 data, half of the women leaving welfare had Medicaid coverage during the 
year after leaving TANF. More than one-third (37%) percent were uninsured." Fig- 
ure 4. TANF “leavers” studies funded by the Department of Health and Human 
Services had similar findings." 

As a result of the unanticipated drop in Medicaid enrollment following welfare re- 
form, many states began to focus in on the problem and make corrections, some- 
times as a result of litigation or the threat of litigation." In 1999 through 2000, 
the Centers for Medicare and Medicaid Services (formerly HCFA) visited each of the 
50 states and issued reports on state and local policies and procedures, and in April 
of 2000, CMS instructed all states to take steps to address any problems that might 
continue to exist and to restore coverage to children and parents who had been ter- 
minated from coverage improperly." 

Partly as a result of these state and federal efforts, Medicaid enrollment began 
to rebound in 1998, although enrollment trends varied significantly across states. 
Indiana’s experience is instructive. The state identified implementation problems 
and outreach needs and took a number of steps to improve policies and procedures 
so that families moving in and out of the welfare system as well as those who did 
not apply for welfare did not lose out on Medicaid coverage. After three years of en- 
rollment declines, Indiana saw its family caseload in Medicaid rise by 40 percent 
between May 1998 and April 2000. TMA enrollment quadrupled during this pe- 
riod." Indiana’s experience shows that proper implementation coupled with aggres- 
sive outreach can make a substantial difference in the extent to which Medicaid 
generally and TMA specifically live up to their potential for covering low-income 
working families. 

TMA design issues 

There appears to be broad consensus that TMA is an important component of the 
Medicaid program and state and federal welfare-to-work initiatives. Some changes 
in the federal design of TMA could, however, boost participation. Some of these 
changes have been proposed in pending legislation. " 

• Currently, TMA is available only to families that have been enrolled in regular 

Medicaid for at least three out of the last six months. Some states have noted 
that this requirement is not consistent with their welfare program’s “work first” 
approach, which stresses a quick attachment to the labor market. If a family 
begins receiving welfare and Medicaid in January and the parent finds a job 
in February with wages that would make the family ineligible for regular Med- 
icaid, that family would not be eligible for TMA because it would not have satis- 
fied the “three out of six months” requirement. 

• The federal law includes prescriptive TMA reporting requirements. In order to re- 

tain eligibility throughout the full 12-month period, families must submit writ- 
ten reports of their earnings and child care expenses in the 4th, 7th, and 10th 
months. These reporting requirements create administrative burdens for states 
and can cause coverage problems for families. The GAO has recommended that 
Congress consider allowing states flexibility to change or eliminate these report- 
ing requirements." 

• Some states have been interested in extending TMA beyond the 12 months al- 

lowed under the law. A few states have waivers extending TMA, but these waiv- 
ers are generally no longer available due to budget neutrality rules." A legisla- 
tive change would be necessary to allow states the option to provide TMA for 
longer periods of time. 
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Health Coverage Makes a Difference 

With or without improvements in the way TMA operates, there is nearly uni- 
versal agreement that TMA plays an important role promoting welfare-to-work ef- 
forts and providing health care coverage to some of the most vulnerable families. 
Health care coverage alone does not guarantee quality health care, but coverage 
makes it much more likely that people will get the health care they need. A recent 
study showed that low-income adults are almost three times more likely to have an 
unmet medical need if they are uninsured.^o Those with Medicaid coverage do not 
report these same levels of unmet needs. For example, a study found that low-in- 
come women are 2.5 times more likely to report unmet or delayed health care needs 
than are low-income women with either Medicaid or private coverage.^' Figure 5. 

As the Congress recognized when it expanded TMA in the Family Support Act of 
1988, parents relying on welfare and those leaving welfare for work are often in 
poor health. Poor health status is generally correlated with low incomes. Health- 
related problems take their toll on poor women’s ability to care for their families 
and to work and retain employment. The National Governors Association has identi- 
fied health-related problems as a key barrier to work and a challenge to state wel- 
fare-to-work initiatives.^^ Recent reports have highlighted the importance of quality 
coverage as a means of decreasing absenteeism and increasing productivity at 
work.^"* While coverage does not assure good health, it affords individuals access to 
health care, which can help them manage and address health problems and better 
care for their children and participate in the work force. 

TMA is a critical component of the labyrinth of mechanisms by which some of the 
people who do not have access to employer-based coverage can obtain health care 
coverage. It has a limited reach both because it is a targeted program and because 
it provides time-limited coverage. Even with TMA, four out of ten poor parents are 
uninsured, and with a souring economy, rising health costs, and state budget cut- 
backs, the number of low-income people who lack health insurance coverage is ex- 
pecting to rise. By extending TMA and perhaps improving how it works. Congress 
will be assuring that some of America’s hardest working families do not join the 
ranks of the uninsured. 
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Mr. Bilirakis. Thank you very much. 

Dr. Scanlon. 

STATEMENT OF WILLIAM J. SCANLON 

Mr. Scanlon. Thank you very much, Mr. Chairman and mem- 
bers of the subcommittee. I’m pleased to be here today to talk 
about our work on the uninsured and the traditional Medicaid pro- 
gram as it relates to Transitional Medical Assistance that you’re 
considering reauthorizing. 

This additional year of Medicaid coverage can play a critical role 
in supporting individuals as they transition from welfare to work. 
As everyone agrees and as Ms. Mann indicated, having health in- 
surance is important for all persons. Health insurance and the ac- 
cess to the services it affords may be particularly important for 
those who are coming off of welfare who may have more health 
problems than average. Access to health insurance and health care 
on a timely basis helps avoid the development of some problems 
and the exacerbation of others which may result in longer term im- 
pairments and costs. For example, the uninsured are much more 
likely to be hospitalized for avoidable conditions such as asthma 
and diabetes. The uninsured are much more likely to be diagnosed 
with cancer at a later stage where there’s less of a positive prog- 
nosis for improvement. 

While securing a job to leave welfare is a very positive first step, 
however, our work and the work of others on the uninsured and 
on the insurance markets makes it clear that these newly employed 
individuals may have significant difficulty obtaining adequate 
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health insurance. As you know, and as Ms. Mann indicated, we 
rely heavily on the employer-based health insurance system. Over 
two-thirds of non-elderly Americans get their health insurance 
through their employers, but at the same time it’s true that 75 per- 
cent of the uninsured adults are employed. This is because not all 
employers offer insurance and not all workers that are offered in- 
surance choose to purchase it. Especially vulnerable are individuals 
who work part-time, are employed in low wage jobs or who work 
in certain industries such as retail services. These are exactly the 
types of jobs that many former welfare recipients have. 

Even when employers offer coverage, a significant number of in- 
dividuals leaving welfare may not accept it. The cost may be simply 
too high as employees of some firms are asked to pay a significant 
share of premiums. Transitioning workers commonly have jobs that 
pay $7 or $8 per hour. Getting coverage on their own through the 
individual insurance market may be even more expensive or even 
potentially impossible. It will depend upon State laws whether 
these individuals are guaranteed access to insurance coverage or 
whether there is any limitation on premiums. We have found re- 
peatedly in our work on the individual insurance market that per- 
sons with health problems can be denied coverage completely or 
charged considerably more than the standard premium, unless pro- 
hibited by State law. 

In this context. Transitional Medical Assistance provides an im- 
portant protection to families in their efforts to move from welfare 
to work. In our prior work on transitional Medicaid, we found wide 
differences across the States in the shares of persons eligible for 
the program that actually enrolled, and large shares of persons 
who, when enrolled, did not receive the full year of coverage au- 
thorized. 

Several States have worked to facilitate beneficiaries’ access 
through outreach, education and other efforts and have achieved 
participation rates of over 70 percent among families transitioning 
to the workforce. Interestingly, some of the outreach and education 
is directed at State and county eligibility workers, to ensure that 
they properly assist potential eligibles to enroll. Other efforts tar- 
get eligible individuals and employers to increase awareness of the 
benefit. 

A key factor though in why many families did not receive their 
full program benefits was that they did not report their incomes as 
required, that is, at the 4th, 7th and 10th months of their enroll- 
ment, the requirements that Ms. Mann had indicated. In fact. 
State officials told us that families typically receive coverage for 
only 6 months and that was generally the result of the required in- 
come reports not being submitted, not because the families’ in- 
comes had become too high to be eligible for the program. The re- 
porting requirements are aimed at assuring the program benefits 
go to persons who are genuinely eligible. This is an important ob- 
jective. Nevertheless, that goal needs to be weighed against the 
cost of achieving it. 

Administrative costs submitting and reviewing required docu- 
mentation for beneficiaries and State workers are one element to 
consider. Also, very important is whether the primary objective of 
the program providing coverage to eligible beneficiaries is being 
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compromised. Some States have secured waivers of the reporting 
requirements so that their eligibles can get their full year of cov- 
erage. This committee has previously endorsed giving all States 
that flexibility to alter the reporting requirements and providing 
this flexibility for States to provide a full year of transitional Med- 
icaid coverage would likely improve access to the benefits consider- 
ably. And it would put transitional Medicaid on a par with some 
other coverage options in the Medicaid program. 

Thank you very much, Mr. Chairman. This concludes my state- 
ment and I will be happy to answer any questions. 

[The prepared statement of William J. Scanlon follows:] 

Prepared Statement of William J. Scanlon, Director, Health Care Issues, 
United States General Accounting Office 

Mr. Chairman and Members of the Subcommittee: I am pleased to be here today 
as you consider the role of Medicaid in helping families’ transition from welfare to 
the workforce. Since 1988, the Medicaid program has offered transitional Medicaid 
assistance, which provides certain families who are losing Medicaid as a result of 
employment or increased income up to one year of additional Medicaid health insur- 
ance coverage. Transitional Medicaid assistance was originally enacted for a 10-year 
period, and has twice been extended to help provide continued health insurance cov- 
erage to families moving into employment. ' 

The enactment of federal welfare reform in August 1996 significantly changed fed- 
eral welfare policy for low-income families with children in several ways, including 
establishing a 5-year lifetime limit on cash assistance.^ The welfare reform law also 
extended transitional Medicaid assistance through 2001, thus continuing an impor- 
tant link to health insurance coverage for individuals as their economic cir- 
cumstances changed. States have implemented a variety of initiatives intended to 
help families move from cash assistance to the workforce, including some enhance- 
ments to transitional Medicaid. These initiatives have likely contributed to a drop 
in cash assistance caseloads of more than 50 percent from 1996 through mid-2001.3 

Because the transitional Medicaid provision is due to expire in September 2002 
and you are considering its extension, you asked us to provide information on the 
role this program plays in supporting transitions from welfare to work. Accordingly, 
my remarks today will focus on how 

• transitional Medicaid assistance provides low-income working families an option 

to maintain health insurance coverage, and 

• states have used transitional Medicaid to provide health insurance coverage to 

families. 

My comments are based largely on our previously issued reports and testimony 
on Medicaid and welfare reform.^ 

In summary, transitional Medicaid assistance is a key protection offered to fami- 
lies at a critical juncture in their efforts to move from welfare to work. Employment 
in low-wage or part-time positions — which is common for these newly working indi- 
viduals — frequently does not provide adequate access to affordable health insurance, 
whether through employer-sponsored or individually purchased health insurance, 
thus making transitional Medicaid coverage an important option. Our earlier work 
showed that, for 21 states we reviewed, the implementation of transitional Medicaid 
assistance varied across the states and that certain state practices had enhanced 
beneficiaries’ ability to retain Medicaid coverage. For example, some states reported 


* The Family Support Act of 1988 created the transitional Medicaid assistance program as 
§ 1925 of the Social Security Act, and was scheduled to expire on September 30, 1998. See Pub. 
L. No. 100-485, § 303fa), 102 Stat. 2343, 2385, and 2391. The Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996 extended states’ obligation to provide transitional Med- 
icaid assistance through 2001. See Pub. L. No. 104-193, § 114(c), 110 Stat. 2105, 2180. The Medi- 
care, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000, extended the sun- 
set provision to September 30, 2002. See Pub. L. No. 106-554, Appendix F, § 707, 114-2763A- 
463, 114-2763A-577. 

^See The Personal Responsibility and Work Opportunity Reconciliation Act of 1996, Pub. L. 
No. 104-193, § 103, 110 Stat. 2105, 2137. 

3 See U.S. General Accounting Office, Welfare Reform: States Provide TANF-Funded Work 
Support Services to Many Low-Income Families Who Do Not Receive Cash Assistance, GAO-02- 
615T (Washington, D.C.: April 10, 2002). 

See GAO related products at the end of this statement. 
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increasing training for state eligibility determination workers to better inform bene- 
ficiaries of this entitlement and how to access it. We also found, however, that many 
families did not receive their full transitional Medicaid assistance benefits because 
they failed to report their income three times, as required, throughout the 12-month 
period of coverage. Amending the Medicaid statute to provide states with additional 
flexibility to ease income-reporting requirements for the coverage period of transi- 
tional Medicaid assistance, as has been done for other aspects of the Medicaid pro- 
gram, could further facilitate uninterrupted health insurance coverage for families 
moving from cash assistance to the workforce.^ 

BACKGROUND 

Transitional Medicaid assistance offers families moving from cash assistance to 
employment the opportunity to maintain health insurance coverage under Medicaid, 
a joint federal-state health insurance program. Medicaid spent about $216 billion in 
fiscal year 2001 on coverage for certain low-income individuals.® Transitional Med- 
icaid assistance provides certain families losing Medicaid as a result of employment 
or increased income with up to one year of Medicaid coverage.'' Families moving 
from cash assistance to work are entitled to an initial 6 months of Medicaid cov- 
erage without regard to the amount of their earned income, and 6 additional months 
of coverage if family earnings, minus child care costs, do not exceed 185 percent of 
the federal poverty level.* To qualify for either 6-month period, a family must have 
received Medicaid in 3 of the 6 months immediately before becoming ineligible as 
a result of increased income.® 

When federal welfare reform was enacted in 1996, states implemented a variety 
of initiatives intended to help families move from welfare to the workforce. Welfare 
reform provided states additional flexibility in helping cash assistance recipients to 
both find work and achieve family independence. As a result, states have expanded 
and intensified their provision of work support services such as those for job search, 
job placement, and job readiness.'® Many individuals in this population had low 
skills and faced a number of barriers to maintaining work and independence. For 
example, our work has shown that factors such as limited English proficiency, poor 
health, and the presence of a disability were some of the factors that affected the 
extent to which former cash assistance recipients were able to find and keep em- 
ployment. ' ' 

Maintaining health insurance coverage is important to persons entering the work- 
force because there are important adverse health and financial consequences to liv- 
ing without health insurance. The availability of health insurance enhances access 
to preventive, diagnostic, and treatment services as well as provides financial secu- 
rity against potential catastrophic costs associated with medical care. Research has 
demonstrated that uninsured individuals are less likely than individuals with insur- 
ance to have a usual source of care, are more likely to have difficulty in accessing 
health care, and generally have lower utilization rates for all major health care 
services. Uninsured individuals are more likely than those insured to forgo services 
such as periodic check-ups and preventive services, well-child visits, prescription 
drugs, dental care, and eyeglasses. As a result, individuals not covered by health 


* See U.S. General Accounting Office, Medicaid Enrollment: Amid Declines, State Efforts to 
Ensure Coverage After Welfare Reform Vary, GAO/HEHS-99-163 (Washington, D.C.: Sept. 10, 
1999). In this report, we recommended that the Congress consider allowing states to lessen or 
eliminate requirements for beneficiary income reporting in transitional Medicaid assistance. We 
also recommended that the Administrator of the Health Care Financing Administration (HCFA) 

(1) determine the extent to which transitional Medicaid is reaching the eligible population and 

(2) provide states with guidance regarding best approaches for implementing this benefit. Since 
that time, HCFA, now the Centers for Medicare and Medicaid Services has acted on the second 
recommendation, but not the first. 

® States administer Medicaid within broad federal guidelines that specify the categories of low- 
income individuals that states must cover and the categories that are optional. However, not 
all low-income individuals are eligible for Medicaid; for example, most childless adults are not 
eligible. In fiscal year 1999 (the most recent enrollment data available), Medicaid financed cov- 
erage for nearly 41 million individuals. 

"'Prior to welfare reform, some states received waiver authority under § 1115 of the Social Se- 
curity Act to extend Medicaid benefits beyond the 12 months allotted in § 1925 of the Social Se- 
curity Act. After August 22, 1996, this waiver became subject to a budget neutrality test, which 
meant that the cost of extending coverage had to be offset by transitional coverage. 

®In 2002, the federal poverty level for a family of three was $15,020, or about $1,252 per 
month. 

9GAO/HFHS-99-163, September 10, 1999. 

1OGAO-02-615T, April 10, 2002. 

" See U.S. General Accounting Office, Welfare Reform: Moving Hard-to-Employ Recipients Into 
the Workforce, GAO-01-368, (Washington, D.C.: March 15, 2001). 
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insurance can require acute, costly medical attention for conditions that may be pre- 
ventable or minimized with early detection and treatment. 

TRANSITIONAL MEDICAID ASSISTANCE CAN FILL GAPS IN ACCESSIBILITY OF PRIVATE 
HEALTH INSURANCE FOR LOW-INCOME WORKERS 

Limitations in private sources of coverage underscore the importance of transi- 
tional Medicaid assistance as an option for those moving from cash assistance to 
employment. Private health insurance is not accessible to or affordable for everyone. 
Although most working Americans and their families obtain health insurance 
through employers, many workers do not have coverage because their employers do 
not oiler it or the coverage offered is limited or unaffordable. Lack of insurance is 
more common among certain types of workers, employers, and industries and may 
disproportionately represent individuals transitioning from cash assistance to work. 
For example, individuals who work part-time or are employed in low-wage jobs are 
less likely to have access to affordable employer-sponsored coverage. Furthermore, 
those who do not have employer-sponsored coverage may find alternative sources of 
coverage, such as the individual insurance market, expensive or altogether unavail- 
able. Without continued access to Medicaid, some of these individuals, who are often 
in low-wage jobs, will have limited or no access to alternative coverage and could 
end up uninsured. 

Private Sources of Health Insurance Are Not Universally Available And May Have 
Coverage Limitations 

Employment-based coverage is the primary means for nonelderly Americans to ob- 
tain health insurance, and over two-thirds of nonelderly adults obtained their cov- 
erage through an employer in 2000. However, a significant number of workers do 
not have health insurance because either their employers do not offer it or they 
choose not to purchase it. In 2000, 30 million nonelderly adults were uninsured, 
even though 75 percent worked for some period during the year. (See fig. 1.) 

Lack of insurance coverage is more common among certain types of workers, em- 
ployers, and industries. Part-time employees and employees of small firms (fewer 
than 10 employees) are more likely to be uninsured than employees who work full- 
time or for a large company. Individuals working in certain industries are less likely 
to be offered health insurance. For example, in 1999, more than 30 percent of work- 
ers in the construction, agriculture, and natural resources (for example, mining, for- 
estry, and fisheries) industries were uninsured, as were about 25 percent of workers 
in wholesale or retail trade. In contrast, 10 percent or less of workers in the finance, 
insurance, real estate, and public employment sectors were uninsured. These pat- 
terns may disproportionately affect individuals leaving cash assistance because they 
often work in low-wage jobs, part-time, or in industries such as retail that often do 
not provide health coverage. 

Young adults, aged 18 to 24, are more likely than any other age group to be unin- 
sured, largely because certain characteristics of their transition to the workforce — 
working part-time or for low wages, changing jobs frequently, and working for small 
employers — make them less likely to be eligible for employer-based coverage. Among 
those aged 18 to 24, 27 percent were uninsured and among those aged 25 to 34, 
21 percent were uninsured in 2000. (See fig. 2.) 

Even when employer-sponsored coverage is available, its costs may be prohibitive 
or its benefits very limited. Employer-sponsored health plans may not subsidize cov- 
erage for dependents, may restrict or exclude certain benefits, or may subject par- 
ticipants to out-of-pocket costs either through premium contributions or cost-sharing 
provisions that low-wage workers may find unaffordable. For example, a 2001 sur- 
vey by Mercer/Foster Higgins found that, on average, large employers (500 or more 
employees) require employees enrolled in preferred provider organizations (PPO) to 
contribute $56 each month for employee-only coverage, or $191 each month for fam- 
ily coverage.'^ For lower-wage workers, such as individuals leaving cash assistance 
and entering the workforce, even coverage that is affordable for a worker may be 
too expensive for covering the rest of the family members. 

Those without access to employer-sponsored coverage may look to the individual 
insurance market to obtain coverage, and in 2000, 5 percent of nonelderly Ameri- 
cans (or 12.6 million individuals) relied on individual health insurance as their only 
source of coverage. However, restrictions on who may qualify for coverage and the 
premium prices charged can have direct implications for consumers. For example, 
depending on their health status and demographic characteristics such as age, gen- 


u Mercer/Foster Higgins, National Survey of Employer-sponsored Health Plans 2001: Report 
on Survey Findings (New York: William H. Mercer, 2001), p. 13. The Mercer/Foster Higgins sur- 
vey is representative of all employers in the United States with at least 10 employees. 
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der, and geographic location, individuals in the majority of states may be denied 
coverage in the private insurance market or have only limited benefit coverage 
available to them. In addition, while all members of an employer-sponsored group 
health plan typically pay the same premium for employment-based insurance re- 
gardless of age or health status, in most states individual insurance premiums are 
higher for older or sicker individuals than for younger or healthier individuals, po- 
tentially making this option unaffordable.'^ For example, a recent study examined 
individual insurers’ treatment of applicants with certain pre-existing health condi- 
tions, such as hay fever. The study of insurers in eight localities found that for ap- 
plicants with hay fever, 8 percent would decline coverage, 87 percent would offer 
coverage with a premium increase, benefit limit, or both, and 5 percent would offer 
full coverage at the standard rate.'”* Cost differences are often exacerbated by the 
fact that individuals must absorb the entire cost of their health coverage, whereas 
employers usually pay for a substantial portion of their employees’ coverage. 

Transitional Medicaid Assistance Can Provide Continued Insurance Coverage 

Because of limitations in the availability of private insurance — especially for low- 
paid, part-time workers and those in certain industry sectors that often characterize 
jobs available to individuals moving from cash assistance to work — transitional 
Medicaid assistance is an important option for health insurance coverage. Individ- 
uals with lower incomes have a much higher than average probability of being unin- 
sured. (See fig. 3.) Typically, former welfare recipients entering the workforce work 
part-time or in low-wage jobs that are less likely to provide health coverage or only 
provide coverage at a prohibitive cost. For example, we noted in our 1999 report on 
states’ experiences in implementing transitional Medicaid assistance that one state 
found that out of nearly 1,600 former welfare recipients surveyed, 43 percent of the 
heads of households worked fewer than 32 hours per week and did not have health 
insurance, and 32 percent held low-wage jobs, such as in retail stores, hotels, res- 
taurants, and health care establishments. 

In addition, although some employers of former cash assistance recipients may 
not offer health insurance, numerous studies have shown that a significant number 
of these individuals have access to employer coverage but choose not to accept it. 
For example, a recent study showed that although about 50 percent of individuals 
transitioning from cash assistance to employment had access to employer coverage, 
only about one-third opted to participate in the employer-sponsored plan.'^ The rel- 
atively low “take-up” rate is due largely to the high costs of many employer health 
plans. Transitioning workers, who commonly earn between $7 and $8 an hour, may 
simply be unable to afford their share of the premium, since their annual earnings 
range from 73 percent to 111 percent of the federal poverty level. (See Table 1.) 

Table 1: Hourly Wages as a Percentage of the Federal Poverty Level for a Family of Three, 2002 


Hourly wage 


$ 5,151 
$ 7.00 . 
$ 8.00 . 


Salaiy as a 

Hours per Annual percentage of 

week earnings the federal 

poverty level 


30 

$ 8,034 

53 

40 

$ 10,712 

71 

30 

$ 10,920 

73 

40 

$ 14,560 

97 

30 

$ 12,480 

83 


13 The Health Insurance Portability and Accountability Act of 1996 (HIPAA) guarantees some 
individuals leaving employer-sponsored group health plans access to continued coverage or to 
a product in the individual market. See 29 USC § 1181 (2000), 42 USC §300gg (Supp. II 1996). 
Although individuals leaving public insurance programs, such as Medicaid, are not eligible for 
this HIPAA protection, they may obtain coverage in most states from high risk pools that pro- 
vide coverage for applicants denied individual coverage due to health status. These policies tend 
to cost 25 to 100 percent more than rates charged to healthy individuals. 

Georgetown University Institute for Health Care Research and Policy and K.A. Thomas and 
Associates, How Accessible is Individual Health Insurance for Consumers in Less-Than-Perfect 
Health^ (Washington D.C.: The Kaiser Family Foundation, 2001), http://www.kff.org 
(downloaded on August 14, 2001). The authors examined underwriting treatment of hypothetic^ 
applicants by 19 insurers in eight markets around the country. 

13 Gregory Acs, Pamela Loprest, and Tracy Roberts, Final Synthesis Report of Findings from 
ASPE “Leavers” Grant (Washington, D.C.: The Urban Institute, 2001). To conduct studies of 
families that had left welfare, the Office of the Assistant Secretary for Planning and Evaluation 
of the Department of Health and Human Services awarded competitive grants to select states 
and large counties in September 1998. This report synthesizes the findings from 15 of these 
studies. 
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Table 1: Hourly Wages as a Percentage of the Federal Poverty Level for a Family of Three, 

2002 — Continued 





Salary as a 

Hourly wage 

Hours per 

Annual 

percentage of 

week 

earnings 

the federal 
poverty level 


40 

$16,640 

111 


1 Represents the minimum wage, which was last increased on September 1, 1997. 

Source: GAO analysis of salaries in relation to the 2002 federal poverty level of $15,020 for a family of 3. 


states’ efforts encouraged use of transitional medicaid, but not all 

ELIGIBLE FAMILIES RECEIVED ASSISTANCE 

While the Medicaid statute provides families moving from welfare to work with 
up to 12 months of transitional Medicaid coverage, we have reported that certain 
states had obtained waivers from HCFA to extend the length of coverage provided, 
and that the share of eligible families that actually received this entitlement varied 
significantly by state. States offered from 1 to 3 years of transitional Medicaid as- 
sistance in 1999. In the several states that were able to provide data on participa- 
tion in transitional Medicaid assistance, we found that participation rates among 
newly working Medicaid beneficiaries ranged from 4 to 94 percent. Several states 
had made efforts to facilitate beneficiaries’ participation in transitional Medicaid. 
For example, nine states reported developing outreach and education materials to 
inform families and eligibility determination workers about transitional Medicaid 
assistance. While such approaches helped make transitional Medicaid more avail- 
able, beneficiaries’ failure to report income as required often resulted in their losing 
eligibility after the first 6 months. 

Length of Coverage and Program Participation Was Mixed Among States 

States’ implementation of transitional Medicaid coverage varied, resulting in dif- 
fering lengths of time for which coverage was provided and differing rates of family 
participation. As of 1999, the most currently national data reported, 10 states — Ari- 
zona, Connecticut, Delaware, Nebraska, New Jersey, Rhode Island, South Carolina, 
Tennessee, Utah, and Vermont — provided over 1 year of coverage, while the remain- 
ing states provided 1 year of coverage. (See fig. 4.) In the several states that were 
able to provide such data, transitional Medicaid participation rates ranged from 
about 4 percent of the families moving from cash assistance in one state to 94 per- 
cent of such cases in another. However, low participation rates in transitional Med- 
icaid assistance did not always indicate that families had lost Medicaid coverage al- 
together. For example, officials in the state with a 4 percent participation rate said 
that most families losing cash assistance were still enrolled in Medicaid through 
other eligibility categories for low-income families. 

States’ Initiatives Facilitated Beneficiary Use of Transitional Medicaid Assistance, 
But Not All Families Maintained Coverage 
We found that several states had initiatives in place to facilitate beneficiaries’ ac- 
cess to transitional Medicaid assistance. The following are examples of such initia- 
tives. 

• Nine states reported developing specific materials regarding transitional Medicaid 

assistance in easy-to-understand language for eligibility determination workers 
and beneficiaries. 

• One state revised its computer systems so that eligible families leaving cash as- 

sistance due to employment were automatically transferred to transitional Med- 
icaid assistance coverage. In addition, this state’s eligibility workers randomly 
contacted families who were leaving cash assistance to determine their health 
insurance status and to ensure that they obtained the additional months of 
Medicaid coverage for which they were eligible. As a result of this state’s efforts, 
about 70 percent of the families leaving cash assistance or Medicaid received 
transitional Medicaid coverage. 

• Officials in three other states encouraged increased participation in transitional 

Medicaid assistance by contacting families with closed cash assistance cases to 
determine whether these families had obtained the additional months of Med- 
icaid coverage if so entitled. One of these states, which also provided 24 months 
of transitional Medicaid assistance, reported that 77 percent of eligible families 
were receiving this benefit. 

However, even with such successful enrollment efforts, many families did not re- 
ceive the full transitional Medicaid assistance benefits because they failed to peri- 
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odically report their income as required. The Medicaid statute requires that bene- 
ficiaries report their income three times during the 12 months of transitional Med- 
icaid assistance: once in the first 6-month period and twice in the second 6-month 
period. Failure to report income status in either of these 6-month periods results 
in termination of transitional Medicaid benefits. 

In 1999, we reported that families’ failure to periodically submit required income 
reports often resulted in their not receiving transitional Medicaid coverage for the 
full period of eligibility. For example, officials in three states we reviewed told us 
that families typically received only 6 months of transitional Medicaid, generally be- 
cause they failed to submit the required income reports — and not because of a 
change in income that made them ineligible for transitional Medicaid. In contrast, 
the state that had a 94 percent participation rate for transitional Medicaid offered 
coverage for 24 months and had received HCFA approval to waive the periodic in- 
come reporting requirements. Overall, we found that states that waived income-re- 
porting requirements reported higher participation rates than states that did not. 

In implementing public programs such as Medicaid, difficult trade-offs often exist 
between ease of enrollment for eligible individuals and program integrity efforts to 
ensure that benefits are provided only to those who are eligible. The experience of 
some states in easing statutory periodic income reporting requirements proved suc- 
cessful in increasing participation for eligible beneficiaries. In view of concerns that 
beneficiary reporting requirements were limiting the use of the transitional Med- 
icaid benefit, HCFA proposed legislation to eliminate beneficiary reporting require- 
ments for the full period of eligibility (up to 1 year). To date, no action has been 
taken on this proposal. In our earlier report we recommended that the Congress 
may wish to consider allowing states to lessen or eliminate periodic income-report- 
ing requirements for families receiving transitional Medicaid assistance, provided 
that states offer adequate assurances that the benefits are extended to those who 
are eligible. Precedent for a full year of coverage in Medicaid has been provided in 
other aspects of the Medicaid program. For example, the Balanced Budget Act of 
1997 allowed states to guarantee a longer period of Medicaid coverage for children, 
such as 12 months, regardless of changes in a family’s financial status. As of July 
2000, 14 states had implemented this option.!'^ A similar approach could facilitate 
uninterrupted health insurance coverage for families that are moving from cash as- 
sistance to the workforce. 


CONCLUDING OBSERVATIONS 

Transitional Medicaid assistance can play an important role in helping individ- 
uals move successfully from cash assistance to employment, thus further advancing 
the goals of welfare reform. Without access to Medicaid coverage, these individuals, 
who are often in low-wage jobs, might have limited or no alternative health coverage 
and join the ranks of the uninsured. While our earlier work demonstrated that 
states varied in the extent to which families were participating in transitional Med- 
icaid assistance, states that worked to minimize obstacles — particularly by reducing 
or eliminating income reporting requirements — had higher participation rates. Re- 
moving periodic reporting requirements would help further increase the use of tran- 
sitional Medicaid assistance, provided that sufficient safeguards remained in place 
to ensure that only qualified individuals receive the benefits. 

Mr. Chairman, this concludes my prepared statement. I will be happy to answer 
any questions that you or Members of the Subcommittee may have. 


i®See Pub. L. No. 105-33, §4731, 11 Stat. 251, 519 (1997). According to an official from the 
Centers for Medicare and Medicaid Services (CMS), the transitional Medicaid assistance report- 
ing requirements override other Medicaid provisions, such as continuous eligibility. Thus, ac- 
cording to CMS’ interpretation, a state’s use of continuous eligibility does not eliminate the peri- 
odic income reporting requirements for transitional Medicaid assistance. 

Donna Cohen Ross and Laura Cox, Making It Simple: Medicaid for Children and CHIP In- 
come Eligibility Guidelines and Enrollment Procedures, Individual State Profiles (Washington, 
D.C.: The Kaiser Commission on Medicaid and the Uninsured, October 2000). 
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ritdure i: percentage of Uninsured Noneiderlv Adults That Were Employed. 2000 



Source: GAO analysis of the March 2001 Supplement, Current Population Survey of 
nonelderly adults (18- to 64-year-olds). 


Figure 2: Uninsured Population Bv Age Group. 2000 



Source: GAO analysis of the March 2001 Supplement, Current Population Survey of 
nonelderly (under 65 yeara). 




73 



nonelderly individuals (under 65 years). 



“Rhode Island and Tennessee provided 18 months eligibility, and Vermont provided 36 
months. 


Source: Health and Hrnnan Services Administration for Children and Families, Annual 
Report to Congress (Washington, D.C.: 1999). 
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Mr. Bilirakis. Thank you very much, Dr. Scanlon. Of course, my 
gratitude to all of you. The Chair would yield to Chairman Tauzin 
to inquire. 

Chairman Tauzin. Thank you, Mr. Chairman. Dr. Kaplan, in the 
time we have, let me ask you a couple of questions. In your written 
testimony you indicated that teachers cannot answer students’ 
questions about prohibited topics in programs funded with absti- 
nence only dollars. I assume you’re talking about prohibited topics 
you mean contraceptives and sexually transmitted diseases, don’t 
you? 

Mr. Kaplan. That’s correct, yes. 

Chairman Tauzin. Now we have the Project Reality Game Plan 
curriculum before us. Chapter 4 deals specifically with sexually 
transmitted diseases and HIV and talks about condoms. It’s my un- 
derstanding that 30 plus programs receiving Title V funds use this 
curriculum. How do you reconcile that? This is the plan in front of 
me here. If it allows you to talk about sexually transmitted dis- 
eases, HIV and condoms and 30 programs use the curriculum, isn’t 
it clear that any program funded under Title V can indeed provide 
information about contraceptives? It just can’t promote or endorse 
contraceptive use. Isn’t that correct? 

Mr. Kaplan. Yes. It’s my understanding that the Title V pro- 
hibits programs from discussing how to use contraception or how 
to use condoms to actually prevent sexually transmitted disease. 

Chairman Tauzin. It can’t promote or endorse the use, but it can 
discuss condoms. It can discuss HIV and sexually transmitted dis- 
eases, can’t it? 

Mr. Kaplan. Well 

Chairman Tauzin. That’s what the game plan says. 

Mr. Kaplan. Right. 

Chairman Tauzin. In Chapter 4. 

Mr. Kaplan. Describing a sexually transmitted disease is one 
thing and getting an understanding of how you get it and how to 
prevent it is something else. 

Chairman Tauzin. I just find it a little inconsistent to say they 
can’t answer questions in that program. I think they can, clearly, 
under the 30 plus programs that use this curriculum. 

Let me also ask you, isn’t it true that any school that has an ab- 
stinence only program can also provide sex education programs in 
other settings such as health, physical education classes which is 
often done? 

Mr. Kaplan. My understanding is if they do not use Title V 
funds, then they could have a comprehensive sex education 

Chairman Tauzin. But even if they use Title V funds, they can 
have a separate one in health and p.e. courses, can’t they? 

Mr. Kaplan. They probably could, yes. 

Chairman Tauzin. Yes, they can. Even more of a concern to me 
is Dr. Mcllhaney’s testimony. Amazing information. And I want to 
get your comments on this. Dr. Kaplan. He brought to our atten- 
tion a fact that I had not heard before. I knew that there were 
more sexually transmitted diseases now than there were when we 
were growing up, at least to be concerned about. According to testi- 
mony today, there were basically two then. There are 25 today. 
Most of these are viruses that are not curable. But he also indi- 
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cates in his testimony that the National Institutes of Health Work- 
shop on Scientific Evidence and Condom Effectiveness for Sexually 
Transmitted Disease Prevention reported that there is no evidence 
that condoms reduce the sexual transmissions of HPV, which is 
now found in 50 percent of sexually active women between the ages 
of 18 and 22. If that is true and I assume, Dr. Mcllhaney, your 
facts are correct here, how do you not — how could you not rec- 
ommend an abstinence only program being effective, when in 20 
years these other programs have literally produced these kind of 
statistics today? 

Mr. Kaplan. Can I respond? 

Chairman Tauzin. Yes, please. 

Mr. Kaplan. You know, I think the thing that unifies all of us 
is that we’re all very concerned about our youth. 

Chairman Tauzin. Well, yes. 

Mr. Kaplan. We’re very concerned about the epidemic of STDs 
in this country which is higher than any other industrialized coun- 
try. We’re excited to see the pregnancy rates are coming down, but 
our pregnancy rates among teens are still the highest in industri- 
alized countries. This is a very complex problem and one that is 
very difficult to resolve. 

Chairman Tauzin. Why wouldn’t you want 

Mr. Kaplan. Youth development programs are very important to 
engage our youth, not only because of STDs, but also because of 
substance abuse. 

Chairman Tauzin. Of course, of course. 

Mr. Kaplan. So anything that we can do to engage our youth 
and help them through this difficult period is very, very important. 

Chairman Tauzin. J.C. Watts puts it this way. He said if you 
knew that you had a program that was reducing accidents in a 
plant and you added a new program in that helped reduce it even 
further, why wouldn’t you want to continue the second program, 
even if it reduced it 1 percent, 10 percent, 15 percent, if you knew 
this was helping, why wouldn’t you want it reauthorized? 

Mr. Kaplan. In my practice I spend a tremendous amount of 
time talking with kids about abstinence and encouraging those kids 
that are not sexually active, not to become sexually active and yet 
at the same time I want to be sure that those kids understand how 
to prevent getting a sexually transmitted disease once they start 
having sex. It’s that 100 percent 

Chairman Tauzin. If they learn that condoms won’t even prevent 
them, why wouldn’t you want a program that emphasizes absti- 
nence when that’s the only program that’s going to prevent some 
of these viral diseases. 

Mr. Kaplan. Condoms are not 100 percent. They’re just not, but 
they’re better than nothing. 

Chairman Tauzin. According to Dr. Mcllhaney’s testimony, 
there’s no evidence at all that they reduce the sexual transmission 
of HPV virus. If there’s no evidence they help at all, and abstinence 
clearly helps, why wouldn’t you want that program as part of the 
Federal mix? 

Mr. Kaplan. According to the CDC and you probably need to talk 
to the CDC about this in their recommendations about the preven- 
tion of HPV they say in addition, the use of latex condoms has been 
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associated with a reduction in the risk of HPV associated diseases 
such as cervical cancer. Are they 100 percent? No, they’re prohahly 
not. Does more research have to be done? Absolutely so. 

Chairman Tauzin. My time is up. But I want to finish with one 
thought. 

Ms. Del Rosario, I just the read the article by this young man 
Clifford Mack and your words were so beautiful today when you 
talked about this program helping to build the character of these 
kids. It was this young man who basically makes my point. He 
ends by responding to the question why not wait? “It’s why I wait 
because I am worthy of it.” I am worthy of it. 

Ms. Rosario. Yes. 

Chairman Tauzin. That statement really makes the case you’ve 
made today that you’re building character while you may be pro- 
tecting kids from all the statistics that Dr. Mcllhaney and Dr. 
Kaplan have both cited to us. Thank you very much. 

Mr. Bilieakis. Mr. Brown to inquire. 

Mr. Brown. Thank you, Mr. Chairman. We’ve talked today about 
families’ eligibility for up to 12 months of coverage for Transitional 
Medical Assistance once they leave welfare and go back to work. 

Ms. Mann, the problem that people have illustrated is that there 
are various reporting requirements making it difficult sometimes 
during this 12 months to the point that some people lose their cov- 
erage. Some have suggested Congress should allow the States the 
option to make these families automatically eligible for up to 12 
months. Tell me what’s good about that or not good about that, 
how that would change the system? 

Ms. Mann. There are two different ways to go and they’re not 
mutually exclusive. One would be to give States the option to elimi- 
nate the reporting requirements or to eliminate them all together. 
And an additional option may be to allow States to do what’s called 
continuous eligibility, meaning once you’re on TMA you’re guaran- 
teed the 12 months of coverage regardless of any fluctuations in in- 
come or changes in income. And Congress actually took exactly 
that step in the Medicaid program for children in 1997 in the Bal- 
anced Budget Act when it enacted the CHIP program, found that 
a lot of children would get into coverage, but would lose that cov- 
erage and the benefits of continuous eligibility and continuous ac- 
cess to care and allowed States the option to do continuous cov- 
erage. And so it’s another direction you might want to go with re- 
spect to TMA. 

Mr. Brown. How many States have done that? 

Ms. Mann. I believe at last count about 12 States have adopted 
that option. 

Mr. Brown. To shift to Dr. Mcllhaney, to shift to the abstinence 
only, we debate the merits of abstinence only programs whether we 
should continue to fund them. I want to note that in his fiscal year 
2003 budget, the President argues for the elimination of Federal 
programs that he says have not undergone rigorous evaluation. He 
feels so strongly about this he proposes to eliminate 35 programs 
entirely, simply because legitimately perhaps because there’s no 
evidence that they are effective. He mentions — the elimination of 
programs such as dropout prevention, $10 million; alcohol abuse, 
reduction grants, $25 million; student mentoring programs, $17.5 
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million; foreign language assistance, $14 million; and on and on 
and on and on. Interestingly, by contrast, the President’s budget 
continues funding abstinence only education despite the fact that 
it seems from evidence that such an approach has not proven effec- 
tive. The budget states the President is committed “to stop the 
cycle of funding decisions based on wishes, rather than perform- 
ance information.” 

My question is you were advisor to the Kirby Study, correct? And 
the study said currently there does not exist any research with rea- 
sonably strong evidence demonstrating that any particular absti- 
nence only program actually delayed the onset of sexual inter- 
course or reduced any other measure or sexual activity. I’m told 
your job was to ensure the Kirby Study was accurate and reliable. 

I also remember the technical work group for the evaluation of 
Title V abstinence education programs, the interim report which 
was delivered to this office here only an hour before the hearing, 
said empirical evidence on the effectiveness of abstinence education 
is limited. Moreover, most studies of abstinence education pro- 
grams have methodological flaws that prevent them from gener- 
ating reliable estimates of pregnancy impacts. That being two 
statements from organizations you’ve supported, been involved in, 
advised, now your testimony today says there’s credible evidence 
showing that abstinence education is having an impact. Reconcile 
that, what those two studies and organizations said and what you 
are saying today in terms of impact. 

Mr. McIlhaney. First, I believe that there are reams of evidence, 
as I mentioned before. We’ve got 20 years of the dual message pro- 
gram studied by the very best academic institutions that show 
very, very little evidence of any kind of success at all. They almost 
never even measure pregnancy rates or STD rates. That’s the first 
part of my answer to your question. 

Second is, as far as my being a member of Doug Kirby’s research 
task force for the National Campaign, there was no way to do a mi- 
nority report on that and I dissented with him and he and I are 
friends. We’ve talked about this extensively. As a matter of fact, 
when the Monroe County program was reported and I mentioned 
it in my testimony I went to him and I said now Doug, are you 
going to advertise that study as broadly as you did Emerging An- 
swers and he said well, no. 

Let me remind you of two or three things. In all the programs 
that Doug Kirby reported in Emerging Answers, sort of implying 
that they were going to be successful, two thirds of those programs 
did not impact a student’s sexual activity. Two thirds did not lower 
sexual activity. Half of them didn’t even increase contraceptive use. 
So the title Emerging Answers is relatively appropriate. Now there 
are a number of emerging answers about abstinence education. The 
problem is unlike the dual message programs which have been 
around for a long time, have had lots of money for having studies 
done, these programs have been relatively unfunded until 1996. It 
takes 2 or 3 years. I think we can probably perhaps hear this from 
the fellow panelists that it takes 2 or 3 years to get a program even 
up and really going well. And that’s why it’s so important, in my 
opinion, to continue this funding. The other programs have not 
worked. It’s been during their dominance that the STD and unmar- 
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ried pregnancy rates have grown the most. It’s time for us to turn 
a corner and try something truly different and the hest direction 
we have for this is to continue abstinence education, study it well, 
see what the results are. There are studies that are giving this 
good direction. I mention Monroe County. The Ad Health study, the 
biggest study ever done one adolescents in America show that kids 
who were taking pledges of abstinence and about 10 percent of boys 
and 15 percent of girls who had taken those pledges, above every 
other thing in their lives, that was the thing that was impacting 
their delaying the onset of sexual activity. That in itself is tremen- 
dous evidence about their success. 

Mr. Bilirakis. I thank the gentleman. Ms. Del Rosario, how 
much of your life have you dedicated to working with at risk youth? 

Ms. Rosario. Well, I’ve been in the system of education for the 
past 15 years and I’ve been dedicating 8 years to abstinence only 
education through Recapturing the Vision. 

Mr. Bilirakis. Did you found that organization? 

Ms. Rosario. I did. 

Mr. Bilirakis. You’re the Executive Director. 

Ms. Rosario. I am. 

Mr. Bilirakis. And you’ve been at it for 8 years. What’s the aver- 
age age of your target audience? 

Ms. Rosario. Our program targets middle school to high 
schoolers and we have smaller populations of teen parents which 
range in age from 17 to about 20. 

Mr. Bilirakis. Middle schoolers? 

Ms. Rosario. That would be age about 11 to about 16. 

Mr. Bilirakis. What’s your percentage, roughly, of your entire 
targeted audience that falls in that category, middle school cat- 
egory? 

Ms. Rosario. I’d say that 80 percent of those that we serve fall 
in the middle school age. 

Mr. Bilirakis. Eighty percent? 

Ms. Rosario. Yes, and then about 20 percent would fall in the 
other two groups. 

Mr. Bilirakis. Well, our world is grateful to people like you to 
devote your life to these types of problems. 

Ms. Del Rosario, we’ve heard testimony today and I certainly 
don’t question Dr. Kaplan’s dedication to the subject and his intent, 
but his testimony calls for a more balanced approach to educate the 
Nation’s teens, that abstinence only education is not enough. 
You’ve been listening, I’m sure, to the others’ testimony. It does an 
injustice to our youth by inadequately preparing them for real life, 
leaving them unprotected against sexually transmitted diseases 
and out of wedlock pregnancies. How would you refute those state- 
ments, if, in fact, you would refute those statements and how does 
your program prove those statements wrong? 

Ms. Rosario. Well, firstly, I would begin by stating that I don’t 
think that at all abstinence only education leaves them unpro- 
tected. As I mentioned before, every one in our State does receive 
at least one comprehensive sex education course before they grad- 
uate. So that’s the first thing. No. 2, we do have $15.2 at the State 
level that are given for Title X and $8 million given for abstinence 
only education. So it’s kind of very obvious to weigh the difference. 
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There’s half nearly of those dollars are given for abstinence where- 
as the other portion is given 

Mr. Bilieakis. Your organization receives Title X dollars? 

Ms. Rosario. We do not. 

Mr. Bilieakis. You do not. 

Ms. Rosario. We do not. 

Mr. Bilieakis. Just Title V? 

Ms. Rosario. Correct. I don’t really foresee that there’s anything 
about Title V abstinence only education that leaves kids uncovered 
or unprotected. As a matter of fact, it is the program that teachers 
toward the antecedence of teenage pregnancy which is a more ho- 
listic philosophy and concept. 

Some of the outcomes of our program, for example, would be that 
89 percent of those kids, these are the antecedents that I’ve speak- 
ing of, show a decrease in outdoor suspension; 80 percent a de- 
crease in indoor suspension; 75 percent improve in their grade 
point average; 60 percent in attendance and 100 percent improve 
in self-esteem and this is demonstrated by an assessment instru- 
ment, an attitudinal survey that’s administered pre and post-pro- 
gram intervention. 

Mr. Bilieakis. Well, some information has been distributed to 
Members of Congress give the impression and the chairman got 
into this that those who receive funding under Title V cannot also 
receive family planning funding, so you’ve already told us that’s not 
correct. 

Ms. Rosario. That is absolutely not correct. Additionally, I am 
able to answer questions, if a student asks a question about — first 
of all, we teach on STDs and condom effectivity. However, we are 
able to answer questions. We’re also directed to make direct refer- 
rals so that they’re able to actually get the contraceptive help. 

Mr. Bilieakis. In practice, that’s what you do? 

Ms. Rosario. That is correct. 

Mr. Bilieakis. If you were able to receive Title X, could you re- 
ceive Title X funding? 

Ms. Rosario. I could via the stipulations. It must be a totally 
separate program. 

Mr. Bilieakis. Yes, that was going to be my next question. How 
would you then treat that? How would you handle that? 

Ms. Rosario. Oh, I think that first of all, you have to have a 
staff that’s going to believe in what they’re doing and even as we’re 
electing teachers to teach the Recapturing the Vision program in 
the different States that we’re in, one of the things that we look 
for, people that believe that they can bring change and that kids 
can perform and so I think that if you’re going to do both types of 
programs, I would suggest that you have different staff and that 
is one of the dictates that our State officials do kind of ask that, 
they strongly encourage, let me say that, that you have separate 
staff for the Title X versus the Title V. 

Mr. Bilieakis. Separate staff, separate locations, that sort of 
thing? 

Ms. Rosario. Well, they don’t stress the location, but just sepa- 
rate staff and separate programs so that you’re doing, you’re not 
mixing the message within one. 
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Mr. Bilirakis. You’ve already said that you’re not prohibited 
from answering questions under Title V about critical topics such 
as sexually transmitted diseases, is that correct? 

Ms. Rosario. That’s true. This is correct. 

Mr. Bilirakis. Oh yes, before I yield, the report, the NIH report 
that was referred to by the chairman in his questioning, entitled 
Scientific Evidence on Condom Effectiveness for Sexually Trans- 
mitted Disease Prevention dated June 12-13, I would ask unani- 
mous consent it be made a part of the record. And I yield to Mr. 
Waxman. 

Mr. Waxman. I thought Mr. Hall was very reluctant. 

Mr. Bilirakis. And I trust he won’t be chairing this committee 
any time soon, but when he does he can then chair it as he pleases. 

In the meantime, I yield to Mr. Waxman. 

Mr. Waxman. I will abide by your rules, Mr. Chairman. 

Mr. Mcllhaney, I just want to get some things straight about 
your views. Let’s take as a given that total abstinence is always the 
best protection against pregnancy, transmission of sexually trans- 
mitted diseases including HPV and HIV. We all agree with that. 

Do you agree though that despite our best efforts, people will en- 
gage in sexual activity including young people, even adolescents? 

Mr. McIlhaney. I think some will, but I think it’s fewer than we 
have assumed. 

Mr. Waxman. Some will. 

Mr. McIlhaney. Some will, but I’m not fatalistic about the num- 
ber that most people would say. 

Mr. Waxman. If you agree with the idea that some are going to 
be sexually active, even if condoms are not 100 percent effective, 
aren’t people better off using a condom than going without if they 
want to avoid pregnancy and transmission of sexually transmitted 
diseases and HIV? 

Mr. McIlhaney. I think people need to be aware of the fact of 
what the NIH report said and I was — I was actually on that — in 
that group that made those findings. The research is very clear. If 
we looked at the world’s research that condoms will fail for HIV 
transmission about 15 percent. There’s a relative risk for people 
that, if they hadn’t used condoms would have gotten infected; 15 
percent of those would get infected even if they used condoms 100 
percent of the time. 

Mr. Waxman. Well, my question is, aren’t they better off using 
a condom than not using a condom? 

Mr. McIlhaney. They’re less likely to get infected with HIV. 

Mr. Waxman. And less likely to get pregnant too, right? 

Mr. McIlhaney. They’re less likely to get pregnant. The failures 
are much higher and as a physician, what I would do if my pa- 
tients and what I would advocate programs do is advocate and 
teach and encourage what is the safest. As a matter of fact, the 
only reasonable way to avoid these problems. 

Mr. Waxman. We all agree that that is the safest way, but we’re 
talking about the millions of people who are going to engage in sex- 
ual activity notwithstanding your advice and my advice to them to 
the contrary, but even if we disagree, we know that condoms pre- 
vent transmission of STDs and HIV and can prevent pregnancy. 
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the question of HPV is still up in the air, but wouldn’t you still pre- 
fer that a condom be used if sexual activity is occurring? 

Mr. McIlhaney. I think that there are different types of mes- 
sages at different places. Okay 

Mr. Waxman. I’m not talking about the message. I’m talking 
about the reality. Wouldn’t you prefer, if after the messages fail to 
stay abstinent, if there’s going to be sexual activity that in order 
to prevent transmission of sexual diseases and pregnancy and HIV 
that you would prefer someone from a medical point of view use a 
condom? 

Mr. McIlhaney. I would prefer they protect themselves if they 
are insistent on having sexual intercourse and are not married in- 
dividuals. The problem I have with what we’re talking about here, 
at least what I understand we’re talking about here at this hearing 
with these sexuality education programs though is that we have 
clear evidence that they have not been successful. As I said, two 
thirds of the programs that Doug Kirby talked about in Emerging 
Answers were ineffective in lowering sexual activity rates. Half of 
them were ineffective in getting people to use 

Mr. Waxman. The question also is do we have clear evidence that 
these abstinence only programs do work? 

Mr. McIlhaney. We have what we would call emerging answers 
on that, the fact that in Monroe County the actual pregnancy rates 
declined. With the pledge programs, we actually have one that now 
has reported declining pregnancy rates which is something the 
dual message programs almost never even talked about or even 
measured. 

Mr. Waxman. Let me ask Dr. Kaplan, because I see my light is 
on yellow, so I’m going to get the gavel on me any minute now. 
What do you think about this? 

Mr. Kaplan. Well, the evidence on condoms, even more recent 
evidence since the NIH report really does document that condoms 
will prevent gonorrhea, will prevent chlamydia. There’s a new 
study out that it will prevent the most common STDs, herpes, not 
HPV. The most common STDs, condoms can have an impact. HPV 
is still a major issue and any teenager who’s going to have sexual 
intercourse has got to be aware that they are putting themselves 
at risk. There’s no doubt about that. It’s not 100 percent. 

Mr. Waxman. Thank you. My time has expired. Thank you, Mr. 
Chairman. 

Mr. Bilirakis. Thank you, Mr. Waxman. Mr. Upton to inquire. 

Mr. Upton. Thank you, Mr. Chairman. Continuing the entire 
welfare reform bill is very critical to all of us here and some of us 
on both the Education and Workforce Committee as well as obvi- 
ously this one. Energy and Commerce. I can remember well when 
Chairman Boehner presented the administration’s bill that’s been 
introduced and there were a number of us there that said where 
is the extension of Medicaid benefits? That was one of the most im- 
portant things we were able to do and of course, we have jurisdic- 
tion of it here in this committee instead of the Education and 
Workforce Committee, so we’re pleased to tell them we had juris- 
diction and in fact, that was going to be continued. And I appre- 
ciated your testimony on that issue and as I met with a number 
of folks from my Family Independence Agency which is in essence 
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the welfare office in Michigan just yesterday, we talked extensively 
about making sure that that program continue, as well as the job 
training money which is so important to get people the skills need- 
ed to get into the workforce. And Dr. Scanlon and Ms. Mann, we 
appreciated your testimony for sure on that issue in its full detail 
and I would only ask Dr. Scanlon, I noted as a frequent visitor to 
our subcommittee on a whole number of topics, you talked only 
about extending Medicaid benefits. Does that mean that the GAO 
has not been brought into this sex education debate at all? 

Mr. Scanlon. That’s correct. We have not been asked. 

Mr. Upton. So with a letter, we can get you involved and indeed 
double versed. Is that correct? 

Mr. Scanlon. We always try to respond to the requests. 

Mr. Upton. We’ll look forward to that in the future. I think we 
might be able to work on a letter. 

As my friend, Mr. Greenwood, indicated, he’s the father of two 
teenage girls. I’m the father of one teenage daughter and soon to 
be a teenage son as well. And I visit a school every week across 
my District. One of the toughest meetings that I’ve had is to visit 
what I call the kids with kids, single moms, 15, 16 years old. They 
have a very rough life ahead of them. It’s all we can do to encour- 
age them to stay in school, to get that high school diploma and 
GED later, if they have to, because of all the pressures that are on 
them. As I have sat down with these kids on a number of occasions, 
even though I feel like maybe I’m still a kid and I turned 49 years 
old today and only last week was carded 

Ms. Harman. Will the gentleman yield? 

Mr. Upton. Yes. 

Ms. Harman. On a bipartisan basis, we’d like to wish him a 
happy birthday. 

Mr. Upton. Well, I was carded only again last week twice. 

I even made Paul Harvey in my hometown. But as much as I’d 
like to identify with these kids, with kids particularly, I know that 
peer pressure, I think, as I’ve said, to get them talking about all 
the problems that they have as new moms is awfully tough and it’s 
that message I think works best, trying to dissuade kids to be sex- 
ually inactive and I think that it’s important that we do look at 
these abstinence only programs and I know that when I talk to my 
Michigan folks and with my staff, Michigan, as I indicated in my 
opening statement, has done a remarkable job of decreasing not 
only abortion rates, but also pregnancy rates among teens and it’s 
only been since the mid-1990’s, I think it was 1996, that the absti- 
nence programs have started in Michigan schools. And therefore, 
we’re just beginning now to see the results of it which is finally, 
we’re seeing a real decline. I guess the point that I would make as 
we listen to the testimony and read it as well some of the questions 
here that this important element of the legislation that we’re going 
to consider and mark-up this week doesn’t take a single dime away 
from the sex education, the programs that talk about condoms and 
the use of that, the parental involvement and all those different 
things, but this is a program that if the States decide to use it as 
Michigan has, where we match if $4 for every — $4 Federal dollars 
for every $3 State, it is a program that can be used to help supple- 
ment and get that message not only to young men, but obviously 
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as well to young women. My sense is that it works. Did you turn 
that thing on at the right time? 

Mr. Bilieakis. This is green and this is red. 

Mr. Upton. I was going to say this must he DC and they got the 
red light cameras in the wrong spot. Okay, good. 

Mr. Bilieakis. Anyhow your time is expired? 

Mr. Upton. It did? 

Mr. Bilieakis. It’s 26 seconds over. Did you have something you 
wanted to finish up, please feel free? 

Mr. Upton. I just wanted to make the point that it doesn’t take 
a dime away. That in fact, it does work and we’ve seen real results 
in Michigan and that’s why it’s important that the rest of the coun- 
try experience it as well if they choose. 

Thank you. 

Mr. Bilieakis. I thank the gentleman. Mr. Hall to inquire. 

Mr. Hall. Mr. Chairman, thank you. I’ll he fairly brief. You 
know, we talked about children. I had three sons and then a grand- 
son until he was 20 years old before a little girl every showed up 
and now we have two little girls and I’m a lot more interested in 
abstinence now than I have been, but let me tell you this, absti- 
nence, condoms, day-after pill and all that needs some additional 
thrust and I certainly plan, as long as I’m around, to stand at the 
corner of the high school drive and my grandchildren’s home with 
a two by four and every damn little kid that comes by there on a 
bicycle that’s a boy is going to be going a lot faster than he got 
headed there. 

So what I’m saying and saying it probably poorly is it takes fam- 
ily and backup and love and care and kindness and understanding. 

I was County Judge in a rural county for 12 years when I had 
many young girls come to me. I was 24 then and looked about 19, 
but a lot of young girls come before me that their fathers had dis- 
owned because they were pregnant at a time when they were most 
needed were least understood. I think all everything we’re talking 
about here gets back to family, gets back to educating the family 
and through them the children, but I thank you all for your testi- 
mony. 

I don’t think any of us have any problem with the abstinence 
thrust, that you think it’s that and Ms. Del Rosario thinks it does 
maybe a little more than some of you do. She agrees that it can 
use help, it can use assistance and I think all of you have that 
same feeling, so — and by the way I think your State takes $4 mil- 
lion out in the abstinence program and I don’t want to be bragging, 
but I think Texas takes the biggest amount which means they 
match, they have the greatest matching fund and it’s around $5 
million and that’s very close where our two States are. But I think 
it’s a good program. It’s about $50 million a year and doesn’t touch 
any other titles. Title XX money so far as I know, so I don’t think 
we have any problem on supporting it and it’s what goes with it 
and what we’re going to put with it. 

Now on the Transitional Medical Assistance part, and these are 
both reauthorizations and there’s a battle for bucks and I’d like to 
add things to the Transitional Medical Assistance, but I’m not sure 
that we can and can survive the Senate or survive the Conference 
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Committee. I think you have to get what you can get when you can 
get it and that’s what we’re tr 3 ring to do in these two bills. 

I’d like to — this bill has a 6-month waiting period and I don’t like 
that any more than anyone else, but if you give up on the 6-month 
waiting bill and also include the legal immigrants that were cut 
out in 1996 it doubles the cost and I think any conference com- 
mittee that’s going to be looking at this is going to be looking at 
the cost and I’d like to get what we can get and maybe come back 
at another year or another conference or in another bill to go fur- 
ther. 

Do you, any of you have any problem with that thrust? 

Ms. Mann. If I 

Mr. Hall. Other than the two by four part. 

A two by four is a stick about this big around and yeah long. 

Ms. Mann. I won’t speak to the two by four. I’ll just mention that 
one of the implementation issues around Transitional Medical As- 
sistance, as both Dr. Scanlon and I mentioned, had to do with State 
implementation, change in their computer systems, making sure it 
worked, that when people left welfare, they were properly evalu- 
ated for Medicaid. Part of the problem of not having a longer exten- 
sion of TMA is it leaves States wondering is it going to expire, is 
it going to continue and their willingness and ability to invest their 
time and their funds to improving the systems and boost participa- 
tion may be dampened. That may be something to consider, cer- 
tainly the fiscal constraints are clear. 

Mr. Hall. Do you have any facts or figures on what the effect 
of it would be? 

Ms. Mann. The effect of extending Transitional Medical Assist- 
ance? 

Mr. Hall. Of curing the problem that you’ve set forth. 

Ms. Mann. In terms of improving participation rates, we have 
and in my testimony I cite some information provided by the State 
of Indiana that did a number of improvements when it found it was 
losing a lot of people who were eligible and with those improve- 
ments no change in eligibility rules, just improvements in reaching 
people that they quadrupled the number of people who actually got 
TMA. 

So the improvements can really make a large difference if the 
States invest the time and energy and to some extent the resources 
to make it work. 

Mr. Hall. The cost effectiveness that you talk about is in results 
and not particularly in money? 

Ms. Mann. Well, and then there’s some cost effectiveness that 
Dr. Scanlon mentioned in terms of avoiding unnecessary hos- 
pitalizations and other care that could be more expensive down the 
line, if parents don’t get their primary care initially. 

Mr. Hall. I 3 rield back my time, Mr. Chairman. 

Mr. Bilieakis. Mr. Greenwood. 

Mr. Greenwood. Thank you, Mr. Chairman. I’d like to have a 
chat with you, Ms. Del Rosario. First of all, I want to tell you that 
I thought your statement was beautiful, elegant and I find very lit- 
tle, if anything, to disagree with. I liked what you had to say. And 
as I said. I’m the father of teenaged girls and I think you men- 
tioned MTV. I cut MTV off from coming into our house when they 
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were 5 and 6 and they’re still mad at me because I still won’t let 
it come because I think it’s part of the poisonous environment that 
our children are exposed to. I think the media is entirely irrespon- 
sible when you’re talking about television, music, movies. It is a 
difficult, difficult thing to try to bring up a teenager to be safe in 
this society. 

And I truly believe in abstinence as a value. I truly believe that 
these kids who are 14 and 15 and 16 and 17 need to be abstinent. 
They’re far better off if they’re abstinent. They’re safer and they’re 
healthier and their lives will probably be better if that’s — if they 
are. 

Here’s my problem. I think that education, as I said in my open- 
ing statement, that education about abstinence is necessary for 
kids. I don’t think it’s sufficient. I think education about biology, 
including about how contraceptives work and don’t work is nec- 
essary. I don’t think it’s sufficient. And I worry about what hap- 
pens when you separate the two. I think society is reacting to the 
fact that many of our sex education courses have just been about 
the cold, hard facts without any discussion about emotional impact 
and no discussion of abstinence and values and what all of this 
means in the context of your lives and I understand why that was 
insufficient. And I understand the concern about dual message. I 
understand that, how do you say I think you’re better off if you’re 
abstinent, but in case you’re not, here’s how to use these methods 
of contraception. I understand that, but I also think I can remem- 
ber enough about my own teenage years and I think I’ve been 
around. I’ve been a social worker. I’ve been around kids long 
enough to know that if they don’t think that they’re getting the full 
story from you, they’re not going to believe that what they’re get- 
ting is really wisdom. And I worry why it is that we can’t integrate 
these messages with kids. Why it is that we don’t trust the truth, 
why can’t we tell kids the truth, the whole truth and nothing but 
the truth and if we believe in our hearts that — we believe the 
truth. We believe that kids are better off abstaining. We believe 
that contraceptives are not fullproof. We believe that kids can get 
hurt emotionally by premature sexual activity. Why can’t we tell 
kids the whole truth and then they’ll know, they’ll trust us because 
when I look at this abstinence program, there’s a lot of good stuff 
in here. I wouldn’t mind having my daughters read this, but it also 
has the flavor of I’m only going to tell you so much, I’m going to 
give you one side of the story and I’m afraid kids go, we know what 
this is, this is propaganda. This is one side of the story. So my 
question is you seem to indicate that you think because you can an- 
swer any questions that are posed to you that you are providing 
a balanced education, but this whole notion of having to separate 
faculties and programs gives me the sense that the abstinence pro- 
grams, abstinence only programs aren’t giving kids the whole story, 
about trusting kids with the whole story and therefore are going 
to be suspect because they feel that they’re not really getting the 
scoop. 

Ms. Rosario. First of all, in response to your question, in my 8 
years I’ve never heard, first of all, I’ve never had a student to ask 
me to give them a large amount of information about contracep- 
tives, never. No. 2, I’ve never heard it stated that they felt that 
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anything was being withheld from them. I think what I want to ad- 
dress is this fact or fiction? If 9 out of 10 schools out of the 2 mil- 
lion our U.S.A. are offering comprehensive sex education, why 
would we think that they’re not getting this information? 

Mr. Greenwood. Let me interrupt you and I’ll implore the chair- 
man to give you enough time to get everything you want to say, 
but why would we want to have them divided at all? This notion 
that over here we have this insufficient 

Ms. Rosario. I was about to address that. I think it’s because we 
are dealing with a mixed message. I think that’s what I came into 
the ballgame not really validating. I didn’t believe that was an 
issue. I’d heard it, but I did not believe until I heard it from the 
children. So now I am and I will have to disagree. I think there 
is no other way. If you’re going to keep a mixed message out of the 
picture, I can’t tell you on one side to do this and then tell you 
something else on the other side. However, if I withheld informa- 
tion from you or did not give you access, then I think that you have 
validity with your case. But the statement that you made, first of 
all, I believe that it’s false. It’s not correct. It’s not what’s hap- 
pening. 

Mr. Greenwood. Which statement is that? 

Ms. Rosario. Meaning that kids are not getting both sides. I 
think that they’re getting both sides not only in their school set- 
ting, from television. It’s good that you did turn off MTV, but there 
are millions of other kids that don’t have a good father like yourself 
at home, that are not able to turn off the television and they are 
getting those messages. 

Mr. Greenwood. My question is we don’t like dual messages to 
the extent that one message undermines the other. I understand 
that. But when we’re saying 9 out of 10 kids are going to get this 
sort of sterile sex education that doesn’t talk about their values 
and their emotions over here and then we would like to make sure 
they get this over here, they’re getting two messages and it seems 
to me that that’s a less effective way 

Ms. Rosario. If I could just state 

Mr. Greenwood. Than combining them. 

Ms. Rosario. Let me give you an idea. If you have in one par- 
ticular school, like our average high school has about 4,000 stu- 
dents, every one of those 4,000 students is going to get sex edu- 
cation. The amount that’s going to get an abstinence only education 
might be less than 5 percent of that population. So I think that 
that changes your perspective on it. We’re talking about 4,000 kids 
that are going to absolutely get that message at least once, some- 
times twice, before they graduate. 

Mr. Greenwood. And that’s why I would support Federal 
funds 

Ms. Rosario. Abstinence only education is to make sure 

Mr. Greenwood. To make sure that no kid got sex education 
that didn’t have an abstinence component. 

Ms. Rosario. But then how do you address the issue of a mixed 
message? And then how do you also address 

Mr. Greenwood. By telling the truth, the whole truth and noth- 
ing but the truth and trusting the truth. 
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Ms. Rosario. This is the problem though. You can say that from 
here, but when it gets carried out down here, a lot of different 
things are going to transpire. 

Mr. Greenwood. My time has expired. 

Mr. Bilirakis. Mr. Green to inquire. 

Mr. Green. Thank you, Mr. Chairman, and I want to follow up 
my colleague because of the mixed messages. I have a lot of follow- 
up and concerns. One is that as far as I know, the Federal Govern- 
ment outside of Title X has no comprehensive sex education re- 
quirement or funding for public schools. Is that correct? The 4,000 
students you talked about, is that those 4,000 students, they’re not 
receiving that because of something that Congress passed? 

Ms. Rosario. I’m not aware. 

Mr. Green. As far as I know, there’s not. 

Ms. Rosario. What I was discussing was in my written state- 
ment which are the Title V dollars which are 2 to 1 in most States. 

Mr. Green. Okay. 

Mr. McIlhaney. And the Federal Government certainly funds 
CDC and to the Division of Adolescent School Health. There are 
programs that work. We say fund it extensively. 

Mr. Green. But there’s no requirement that we do that. CDC 
sets that out, but my local school district makes that decision. 

Mr. McIlhaney. Yes, but your local school decision might make 
a decision about whether to bring in a Title V program or not too. 

Mr. Green. I know that’s true. Let me go back to my colleague 
on the mixed message. 

Ms. Del Rosario, in your testimony that abstinence plus pro- 
grams are ineffective because they send children a mixed message, 
and I guess you have a lot of anecdotal information today, whether 
it’s my colleague from Texas, Ralph Hall or myself, to have a son 
and a daughter who are now adults, but at what age do you think 
a child develops analytical skills necessary to comprehend all the 
information? 

Ms. Rosario. I think that that can be gathered by looking at sta- 
tistics. We’re seeing that the onset of sexual intercourse is begin- 
ning earlier. That’s why we targeted middle school because first of 
all they can understand the information, but also it’s a time when 
the peer pressure is going to be mounting. It’s going to be of the 
greatest impact to their future. 

Mr. Green. So middle school, you think these children are hav- 
ing to make these decisions now. do you think they comprehend a 
mixed message? If all you say is just say no, I think you’ll be 
laughed out of most of 6th and 7th grade schools. 

Ms. Rosario. That’s not what we do and that’s not what I sup- 
port at all. As a matter of fact, it’s the opposite. I support a com- 
prehensive program that teaches to the antecedence of out of wed- 
lock births, teenage pregnancy. 

Mr. Green. And I don’t think most of us disagree. I want absti- 
nence to be taught, but I also know I want to make sure that if 
they don’t have the fortitude or the wherewithal or the ability to 
have the abstinence, we need to have them educated on how they 
can do and that’s, I think, the concern from some of us on the com- 
mittee. 
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Let me, when you talk about the need for background in the 
studies, both Dr. Kaplan and Ms. Del Rosario, references in your 
testimony, both of you all, leading organizations, there are no ref- 
erences, whether it’s the Institute of Medicine, Surgeon General, 
National Institutes of Health or American Academy of Pediatrics, 
they all support comprehensive sex education. Is that correct? 

Ms. Rosario. Well, let me go back and correct my last statement, 
because if you’re using that term to refer to the type of sex edu- 
cation, I was saying comprehensive in terms of holistic education. 

I just want to make that clear. 

Mr. Green. Well, again, maybe we’re semantics, but I don’t mind 
holistic as long as it includes everything. 

Ms. Rosario. To make it clear that’s called abstinence plus or 
comprehensive sex education. And I think we need to clarify our 
terms. 

Mr. Green. Which again gives the child the information as chil- 
dren are making these decisions much earlier, as you testified, so 
they have all the information to make that decision. 

Ms. Rosario. And they have gotten it already outside of the ab- 
stinence only course. 

Mr. Green. And I’ll mention this. I’ve been proud of using in 
speeches and I think some of my colleagues on both sides have 
used them. We’ve seen a decline in unwed pregnancies over the 
last number of years and I can’t recall whether it’s 4 or 5 years. 
Now I know and what you’re saying maybe they are getting that 
mixed message now, but obviously something is working and I’d 
just like to continue it and I don’t know if “Just Say No” will work 
with the typical child. 

Ms. Rosario. Can I respond to that? 

Mr. Green. Sure. 

Ms. Rosario. One of the issues that I really think is very impor- 
tant is my recommendation as we even examine the reauthoriza- 
tion of abstinence funding, but also those programs that are award- 
ed funding. I think that you can’t just — you’re trying to change a 
lifestyle by a 5-minute presentation telling kids to say no. I don’t 
support that. What I’m sa3dng is that holistic approaches such as 
those that are outlined in the congressional guidelines are what’s 
necessary, approaches that are going to address the entire child, 
build self-esteem, character, deal with the value of marriage and 
family. 

Mr. Green. Again, I don’t think there’s any doubt that we agree 
with that. 

Ms. Rosario. But what I’m saying is that there are programs 
that are out there now that will give say five, 1-hour presentations 
on abstinence only and they might say say no and let me teach you 
one or two refusal skills. I say that my suggestion would be that 
we choose programs that are going to be a little bit more holistic. 

Mr. Green. Mr. Chairman, could I get Dr. Kaplan to respond be- 
cause — 

Mr. Bilirakis. Very briefly now. It’s really unfair to Ms. Harman 
and Mr. Pitts who have been sitting through the entire hearing 
and — very briefly, Dr. Kaplan. 

Mr. Kaplan. Sure, I just wanted to make it clear why we’ve seen 
a decrease in teenage births. Since the 1990’s, the Centers for Dis- 
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ease Control has studied this and 75 percent of the decrease is due 
to more effective means of contraception, especially longer forms of 
contraception, Depo Provera and Norplant, really has resulted in 
the huge decrease that we’ve seen. 

There’s been some decrease in sexual activity and we’ve seen a 
delay of onset of kids becoming sexual active in that other remain- 
ing 25 percent, but the big change really has been more effective 
and better use of contraceptions and also an increased use of 
condoms during that period of time. 

Mr. Bilieakis. Mr. Pitts, to inquire. 

Mr. Pitts Thank you, Mr. Chairman. Ms. Del Rosario, thank you 
for your testimony. These handouts are marvelous. You mentioned 
an astounding statistic, a success rate I believe you said of 99.9 
percent. Why is your program so effective? Tell us how you such 
a success rate? 

Ms. Rosario. I think that first of all our program does address 
in the congressional guidelines, it’s a very comprehensive program. 

It doesn’t just want to give a message that kids parrot back, saying 
no, no. But first of all we begin to build the skills. We begin to 
build their value of themselves and we get them vested in their fu- 
ture. 

I think that kids postpone sex and they also decide to value their 
future opportunities in not getting pregnant, if they feel that they 
have future opportunities. So that is a very vital component of the 
program. We don’t just work also with the students that are in the 
program,but we also begin to work with their siblings and their 
parents. The whole purpose is to build stability in the family and 
to build the family, so that we’re not just reaching one generation, 
but we’re reaching three in the process. 

And I think that when we’re not trying to put the bandaid, but 
we’re trying to find out why kids behave the way that they do and 
address that at the root source, versus let them continue to behave 
in a way that’s unproductive for them and then just try to cover 
it the best way that we can, that’s when we see true success. 

There’s another case that I cited in my written testimony. 
There’s a program in Denmark, South Carolina that has similar 
outcomes. Their prevention rate was 59 percent in teen pregnancy 
during the 2V2 years that they ran their program. At our local 
level, in the city of Miami, it is estimated that 14.2 births would 
occur in a population of 1,000 teens within a year’s period. That 
would mean that by this time if you multiplied that by the 5,500 
youth that we served that we should have a substantial amount of 
pregnancies beyond that, which we do. How do you explain it, par- 
ticularly seeing that we’re working with truly high risk populations 
who do not have proper role models, who have never seen — one of 
my biggest challenges was to build the value for marriage which 
is one of the reasons why I remember my mom told me, you know, 
you’re going to don that beautiful white dress. We’re going to go all 
out. I would say that to these kids and they would look at me like, 
hm, because they’ve never seen anyone married. Everybody cohabi- 
tates, you know, and these are the greater issues and that’s what 
I believe that this legislation has allowed us to really address. 
School systems are under funded and over burdened. They cannot 
be the surrogates. But this funding allows us to teach those behav- 
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iors that make for successful living. It allows us to kind of bridge 
the gap. I’m not saying that there’s any one program that’s going 
to do everything. You don’t understand what I’m sa 3 dng. Don’t mis- 
understand. But I’m saying this is a vital program. It has proven 
itself successful and like I said before, there are so many for it and 
so many against it, I think that we can all sit here all day long 
and come up with different studies that will document one stance 
or the other. But our program has been in effect for 8 years. Our 
research, we’re research-driven, and it’s sound. This is what has 
happened. So of course, I believe strongly in it and will continue 
to serve our communities with this approach. 

Mr. Pitts Thank you. I just hope we find a lot of other States 
using your or similar programs. 

Dr. Mcllhaney, it’s evident that you’re well-qualified to speak 
about STDs. Would you speak about the long-term effects for ado- 
lescents who contract an STD? You mentioned you were on the 
NIH panel to determine the effectiveness of condoms and you spoke 
of HPVs. Can you just elaborate a little bit more about do condoms 
protect against the transmission of HPV and what are the effects 
of getting this virus? 

Mr. McIlhaney. I appreciate your asking that because I think 
the impact is much worse than most people realize. First, HPV is 
the most common sexually transmitted disease. As I said, it infects 
about 50 percent of sexually active adolescent females, even up to 
the age of 22. Most of those young people’s bodies will clear it, but 
those of about 5 percent will probably develop abnormal Pap 
smears and a certain number of those will proceed to cancer. 
Human papillomavirus is a cause of 99 percent of cervical cancer 
in women, and as I said earlier it’s a cause of almost all truly ab- 
normal precancerous Pap smears of which we have an epidemic 
going on with kids today. 

When any woman gets an abnormal Pap smear, if it persists and 
indicates pre-cancer, they may have to have a proceed done called 
a DEEP procedure where a portion of the cervix is cut out. If 
there’s no immunity, they can get infected again with human 
papillomavirus and have to have that done again. That can ulti- 
mately, rarely, but occasionally, lead to prematurity or even infer- 
tility. 

It’s very clear there is no evidence at all that condoms prevent 
the sexual transmission of that. 

Herpes is infected in about 1 in 5 Americans. There’s been a 500 
percent increase in Herpes among white adolescents over the past 
few years. And there are two problems with it. If people are Herpes 
infected, they are more susceptible and if a subsequent sexual part- 
ner has HIV to becoming HIV-infected. And if a woman has a Her- 
pes outbreak at the time of delivery, it’s possible that her baby can 
become infected. Half of those babies will die, half of them will be- 
come severely brain damaged. So although it doesn’t happen very 
much, it’s an extremely emotional issue for a woman who has Her- 
pes and then might be delivering a baby 5 or 10 years later and 
still be having outbreaks. 

Mr. Pitts I didn’t mean to cut you off, sir. 

Mr. McIlhaney. We could just go on and on 

Mr. Bilieakis. I don’t want you to go on and on. 
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Mr. McIlhaney. I feel strongly about these problems and I saw 
them in my practice. 

Mr. Bilieakis. I know that Mr. Pitts does too. 

Mr. McIlhaney. May I mention just one other? 

Mr. Bilieakis. Please, sure. 

Mr. McIlhaney. Chlamydia. Chlamydia is infecting — adolescents 
have a special predilection to it. They seem to be especially suscep- 
tible to it. And it occurs, it reinfects girls so often that Johns Hop- 
kins in their adolescent clinics who are stud 3 dng chlamydia infec- 
tion in young women found reinfection rates so often that they rec- 
ommend that every adolescent in America who is sexually active, 
adolescent girl who is sexually active be tested for chlamydia every 
6 months regardless of condom use. And although Dr. Kaplan men- 
tioned some recent studies which I’m very familiar with about re- 
duction of risk, he used the word “prevent” which I would object 
to because they reduce the risk. But the problem is the condoms 
leave the risk of Herpes, for example, even with these new studies 
of at least 35 to 50 percent. They leave the risk of chlamydia infec- 
tion and so often it’s asymptomatic. Girls don’t know they have it. 
It leaves the risk of infection with HIV, even as I’ve mentioned. So 
I think that those things people need to know about. 

Mr. Pitts Thank you very much. 

Mr. Bilieakis. Ms. Harman. 

Ms. Haeman. Thank you, Mr. Chairman. Thank you for includ- 
ing me in this hearing and I really feel privileged to have listened 
to what I think is a very constructive and quite long conversation 
among us about this subject. 

I voted for welfare reform in 1996. I’m a mother of four children, 
two of whom are female, and the subject of teen pregnancy and re- 
ducing teen pregnancy is on my mind a great deal personally, as 
I know it is on the minds of many members of this Panel. Two of 
my kids are still teenagers and this is a conversation we have often 
in my family. 

I agree with Ms. Del Rosario that parents have to set limits and 
that parents have to provide clear lines, but I will tell you this is 
very hard to do, even if one is well-informed, one loves one’s kids 
dearly, one believes in active parenting, one has read everything 
there is to read, and one went through all these issues oneself and 
hopefully came to reasonably wise conclusions. 

Having said that, tomorrow, I plan to offer one or two amend- 
ments to this section of the bill because I want to give more flexi- 
bility to States. I come from California which has turned down the 
Federal funds under this title — turned down $30 million because 
my State believes that abstinence-only education doesn’t work. It 
tried abstinence-only education from 1992 to 1994 — under a Repub- 
lican Governor — and concluded that it didn’t work. I understand 
the data is emerging that these programs can work. That’s terrific. 
But the present data in every piece of information I can find, in- 
cluding the bible here which Dr. McIlhaney worked on, shows that 
the programs that do work involve something more. And I feel, con- 
sistent with the President’s view of the 2003 budget, that we 
should only fund things that we know work. He’s canceled a num- 
ber of programs in the budget, including dropout prevention, alco- 
hol abuse reduction grants, student mentoring programs and so 
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forth because he can’t find evidence that they work. So let’s fund 
things that we know work. That’s where I’m coming from. If we can 
prove in the future that abstinence-only works, that would be fine 
with me, let’s fund it. In fact, if we can prove now, prove scientif- 
ically now that it works, let’s fund it. 

Having said all that I have a couple of questions to you, Ms. Del 
Rosario because you’ve obviously run a fabulously successful pro- 
gram over 8 years, well before these funds were available. 

Are your participants self-selected or are they a general popu- 
lation pool in the area that you serve? 

Ms. Rosario. Well, basically, they are referred or even kids come 
and volunteer and say that they want to take the course. That’s ba- 
sically how we get those students enrolled. 

Ms. Harman. But they don’t have to take it. 

Ms. Rosario. Oh no. 

Ms. Harman. So the pool that’s there is there more or less, is 
this fair, because it wants to be there? 

Ms. Rosario. Right. 

Ms. Harman. There may be a different group than your general 
average public school group. 

Ms. Rosario. It could be that their parents want them to be 
there, that they want to be there. 

Ms. Harman. But there’s some motivation, probably, personal 
motivation in each participant 

Ms. Rosario. Well, it’s consequence-driven, so they understand 
that there’s a lot of things that they have to follow the rules of So 
if they’re willing to do that, then they’re in the program. 

Ms. Harman. So you’re not teaching the general population, 
you’re teaching a self-selected population? 

Ms. Rosario. The funds are so limited, you have to be self-se- 
lected. 

Ms. Harman. And when you measure your results, you’re meas- 
uring the results of the kids who stay in the program? 

Ms. Rosario. Uh-huh. 

Ms. Harman. So if some kids leave your program, you don’t 
measure their results? 

Ms. Rosario. Well, we’re a part of the national evaluation. 

Ms. Harman. What does that mean? 

Ms. Rosario. Congress commissioned a study. Mathematic Policy 
Research has begun that study. I believe we’re in year 3. And we’re 
one of the top six programs in the Nation that was chosen for Title 
V funding to be evaluated. So in that study, they are using cohort 
groups and program students and they’re tracking them for a pe- 
riod of about 4 to 5 years. 

Ms. Harman. Four to 5. That was my next question. So they do 
track kids who have left your prgram? 

Ms. Rosario. Yes. 

Ms. Harman. But I’m still correct that the kids in your program 
are a self-selected group, not a random group? 

Ms. Rosario. See, I’m just not clear on what you mean by self- 
selected. 

Ms. Harman. I mean that they want to be there. 

Ms. Rosario. Yes. So do the control group. 
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Ms. Harman. Okay. Time is short. I just have one other question 
to you. You said several times that 9 out of 10 schools offer com- 
prehensive sex information. What is the basis for that statement? 

Ms. Rosario. It’s in my written statement. It was data that I re- 
searched. I think there’s three States that allow parents to abso- 
lutely protest and remove students from that sex education course, 
but basically all of the States do. 

Ms. Harman. Who funds that comprehensive 

Ms. Rosario. I know that some of the funding is done under 
Title X, but it’s not done at the school level. I’m not really certain 
on what constitutes 

Ms. Harman. Right. My understanding is that Federal funding 
under Title X is not for school-based education. Title X does provide 
for family planning and health care and does provide for some teen 
services, but they’re at medical centers, not in schools. 

Ms. Rosario. There is some because I work at some of the cen- 
ters where we do have programs that they’re offering onsite, 
condoms and any type of contraceptive use that the kids might 
need. And those are those types of schools that are called Schools 
of Choice. 

Ms. Harman. Okay, but I would appreciate it if you could provide 
us with — Mr. Chairman, I’d like to request this, the justification for 
that statement that 9 out of 10 schools offer this education and 
where the funding comes from because my understanding is that 
most of it does not come from Federal funds. Some States have 
these funds, some States don’t have these funds. We’re talking here 
about extending a Federal program — welfare reform — and trying to 
reduce teen pregnancy, to provide some funds for that. And so it 
is my view, Mr. Chairman, that the funds we provide in this Fed- 
eral program to reduce teen pregnancy should go to programs that 
work. I don’t think anyone is really disagreeing with this idea, and 
funds should be available in schools for programs that work. 

Ms. Rosario. I’ll also try to include additional information such 
as Title V funding that is done through wages or TANF dollars. We 
received initially those dollars to provide comprehensive sex edu- 
cation and we elected to do abstinence only and had to really fight 
to be able to do that, so I know those are another set of funds that 
are under TANF that we’re able to do sex education with. 

Ms. Harman. Well, I appreciate that. I’d appreciate maybe staff 
can clarify that for me too before tomorrow. I want to be sure that 
what I talk about is based on fact. Does any, I think, even though 
the light is green, I have a feeling it’s red. 

Mr. Bilirakis. Very brief. We’ve got to finish up. 

Mr. Kaplan. Yes, I think you’re correct, that there are not Fed- 
eral dollars for family planning in the schools and actually, in Colo- 
rado, my state, you know, it’s pretty sketchy as to how much com- 
prehensive sex education is actually offered and there was a study 
in family planning perspectives in 2000 and the thing that I’m con- 
cerned about is that we’ve seen a real deterioration in comprehen- 
sive sex education. In this study they found in 1999 that 25 percent 
of secondary teachers were teaching abstinence only as the only 
way to prevent pregnancy and STDs, so we’ve sort of lost the gen- 
eral education that kids need to have about these problems. 
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Ms. Harman. Well, thank you again, Mr. Chairman for allowing 
me to participate. 

Mr. Bilirakis. Dr. Mcllhaney, I know you’re anxious to say 
something, are you? 

Mr. McIlhaney. Sure, sure. 

Mr. Bilirakis. You look like you’re chomping at the bit. 

Mr. McIlhaney. May I, sir? 

Mr. Bilirakis. Very briefly. Okay, first, I’ll help with providing 
the data about the Federal funds for sexuality education because 
we’ve recently added that up to well more than $135 million, al- 
most up to $400 million that will help provide some information for 
that through all sorts of agencies. Agriculture, Interior and surpris- 
ingly, other places. 

I’d just like to mention one thing and that is that there’s sort of 
this — it almost feels like sort of this dreamy thing about the com- 
prehensive sex ed., that they truly are comprehensive. They are far 
from comprehensive. The abstinence element, as a matter of fact, 
in many of these programs that even are sometimes referred to as 
abstinence plus programs have either no abstinence information at 
all or very little. 

Another problem with them 

Mr. Bilirakis. You’re referring to Title V programs? 

Mr. McIlhaney. No sir. I’m referring to the abstinence plus or 
comprehensive sex education or these programs that we’ve been 
talking about as well, providing full information. They don’t do 
that. As a matter of fact, abstinence part of those programs is very 
minimal. 

Doug Kirby himself also showed that unless a teacher feels 
strongly that the young person can access this information, under- 
stand it and use it, that it’s not going to be effective. We under- 
stand that even for Algebra teachers, they’ve got to believe kids can 
understand Algebra. And there are essentially none of these pro- 
grams I know of that those who really understand abstinence pro- 
grams would say that the abstinence part of these dual-message 
programs would even be considered an abstinence education pro- 
gram. 

As a matter of fact, in most of these programs, we’ve seen some 
recent stuff that would say that the information in these dual-mes- 
sage programs is really alarming and is something if parents and 
many of you knew, were there, you’d probably be almost shocked 
about. So these are not comprehensive programs in providing ei- 
ther kind of message for kids. We have to — I totally agree with Ms. 
Del Rosario that young people who are taught about abstinence 
have to be taught by somebody who truly believes that those young 
people can understand this and will do it. 

Mr. Bilirakis. Ms. Del Rosario, let me ask you, do you all, those 
of you who work in the Title V programs around the country, the 
49 States, do you share, the way you present the programs and the 
results and the success rate, etcetera? 

Ms. Rosario. We do. 

Mr. Bilirakis. You do. 

Ms. Rosario. Under SPRANS and under Title V abstinence only 
dollars. It’s even contractually stated that you have to gather at 
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least once a year and that’s what we do to really strengthen the 
programs and to perfect them. 

Mr. Bilirakis. Are you confident that the other Title V programs 
use the same concept that yours does? 

Ms. Rosario. Some of them do. I’ve traveled and I’ve been speak- 
ing around the country and I’ve seen some that are and some that 
are not. And that’s why I made that suggestion about the types of 
programs that we’re looking at. Because I mean we can have a 
good intention, but if we fund poor programs or weak programs, I 
don’t care what their message is, it’s not going to work. 

Mr. Bilirakis. Well, I’d really like to thank you all. You’re a very 
respected panel of witnesses. Obviously, you all care about this 
issue. We didn’t hear too much from Ms. Mann and Dr. Scanlon, 

I guess, because we sort of got caught up in this other more con- 
troversial issue. 

Mr. Brown. Mr. Chairman? 

Mr. Bilirakis. I’ll recognize you in a moment, sir, but there’s in 
the national newspaper. Today, there’s an article that highlighted 
the issue of abstinence only education and one of the teens inter- 
viewed in the piece mentioned and I quote, “the abstinence mes- 
sages are getting through” according to this teen. So I guess she 
sort of agrees with Ms. Del Rosario. 

Well, tomorrow we have our hearing and — I mean our mark-up. 
And not much time in between and it’s unfortunate, but if you all 
have — and I’ll yield to Mr. Brown in a moment — but if you have 
any suggestions, all of you in terms of issues, that we should be 
discussing or maybe the legislation, please feel free to pass that on 
to us. 

Mr. Brown? 

Mr. Brown. Thank you, Mr. Chairman. I’d like to thank the 
panel, too. 

Two years ago, this subcommittee passed a 1-year extension of 
the transitional Medicaid program. We also passed under the lead- 
ership of Chairman Bilirakis two improvements to TMA, one was 
a State option to waive the reporting requirements which Dr. Scan- 
lon, Ms. Mann mentioned. The other is an exemption from the 
TMA requirements for States that already broadly covered the pop- 
ulation, this population up to 285 percent of poverty. These im- 
provements, as you know, Mr. Chairman, never made it into law 
last year, but I hope — 2 years ago — but I hope that we can work 
together. I know tomorrow we won’t make that change, but 
through this process we can work together to do that, if we could. 

Mr. Bilirakis. Well, and you made the point in your opening 
statement, Mr. Brown, that there are no new additional Medicaid 
dollars in the budgets, so in order to have these transitional funds, 
we’re going to have to find some sort of an offset and hopefully we 
can all work together, because I know we all want that to take 
place. 

Mr. Brown. And I also would ask unanimous consent to enter 
this into the record. This is the endorsement by members of the 
clergy and lay religious leaders of the Planned Parenthood Federa- 
tion, America’s Statement on Comprehensive Sexuality Education. 

Mr. Bilirakis. Without objection, that will be the case. 

[The material follows:] 
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Prepared Statement of Planned Parenthood Federation of America 
CLERGY advisory BOARD 

We, the undersigned, are clergy and lay religious leaders who represent diverse 
religious traditions and come from all walks of life. We believe that an individual’s 
sexuality must be affirmed as an essential dimension of being human. Concerned 
about the sexual health of our country, we strongly support the bold and courageous 
recommendations of the “Surgeon General’s Call to Action to Promote Sexual Health 
and Responsible Sexual Behavior” for more knowledge, more services, and more 
open discussion. 

Accordingly, we call on our elected leaders to ensure that our young people receive 
medically accurate and balanced sexuality education. 

Speak the Truth 

As clergy, we have a responsibility to remind our congregations, our communities, 
and our elected leaders that both the Hebrew Bible and the New Testament, as well 
as the teachings of other religious faiths, view the body and the physical world as 
a sacred arena in which God acts. Did not God bless human beings with the oppor- 
tunity to bear children as a singular sign not only of the sacredness of life but also 
as a sign of their capacity for sexual intimacy? 

Yet we treat human sexuality as inherently dangerous and off-limits for discus- 
sion. Discomfort with their own sexuality inhibits many parents from talking with 
their children about this most natural part of life. A lack of information and under- 
standing about sexuality also contributes to painful discrimination against sexual 
minorities. 

Our sexuality is God given, and so, too, is the command that we instruct our chil- 
dren so that they will gain understanding and the ability to make wise choices. 

Fund Programs That Work 

The current debate over sexuality education in the nation’s public schools is one 
more example of how theological abstraction and moral absolutes have been per- 
mitted to substitute for common sense and compassion, not to mention the lessons 
that medicine and science can teach us. 

For the sake of our young people, we urge our elected leaders not to ignore the 
expert findings that there is no reliable, scientific evidence to demonstrate that ab- 
stinence-only sexuality education works, while there is substantial evidence to show 
that comprehensive sexuality education has been successful in preventing teen preg- 
nancy. ^ 

Substituting dicta for instruction stifles the kind of open discussion that fosters 
the development of healthy and responsible attitudes toward our God-given gift of 
sexuality. 

As community leaders who care about the well being of young people, we, like a 
substantial majority of Americans, encourage teens to abstain from sexual inter- 
course. But, like a substantial majority of Americans, we also recognize that many 
will not.^ 

Giving young people complete information does not influence them to engage in 
sexual activity any earlier — that’s what the research shows. ^ How can we, in all 
good conscience, deny young people knowledge that would protect them from becom- 
ing parents before they are ready to have children and would also protect them from 
either contracting or spreading sexually transmitted infections? 

Don’t Discriminate 

Finally, we believe that public funding that supports only abstinence-only edu- 
cation discriminates against the religious denominations that support comprehen- 
sive sexuality education. Twelve denominations favor curriculums that discuss ab- 
stinence as one option and include information about all aspects of human sexuality, 
with the objective of developing sexually healthy adults who can make responsible 
choices about their reproductive lives."^ 

Many faith traditions teach that children must be treated, with due allowance for 
their ages, as responsible persons who can make critical decisions about their lives. 
Each child has a conscience. Each can be taught to become a reasoning and reason- 


^See Douglas Kirby, Emerging Answers (Washington: The National Campaign to Prevent 
Teen Pregnancy, 2001). 

2 Jacqueline Darroch, et. al., “Changing Emphasis on Sexuality Education in U.S. Public Sec- 
ondary Schools.” Family Planning Perspectives 32(5): 204, 205 (2000). 

3 See Kirby, op. cit. 

^ Debra Haffner, A Time to Speak: Faith Communities and Sexuality Education (N.Y.: 
SIECUS, 1998). 
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able person. Each must be taught about human sexuality, so that each can make 
informed and responsible choices about his or her sexual life, including the choice 
to remain abstinent. As an integral part of this process, our young people have a 
right to the best information possible. We pledge to dedicate ourselves to ensuring 
that they receive nothing less. 
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Holly Haile .. 

Davis 

Padoquohan Medicine Lodge; and Member of the 

Southampton .... 

.. NY 




Long Island Presbytery, PCUSA. 








.. Wl 

Ms 

. Peggy 

Davis-Herod ... 

South Haven UCC 

Bedford 

.. OH 

Rev 

Lisa W 

Davison 

Christian Church (Disciples of Christ) & Lex- 

Lexington 

.. KY 




ington Theologioal Seminary. 



Rev 

. Michael 

Davison 

Christian Church In Kentucky 

Lexington 

.. KY 

Rev 

. Lorraine 

De Armitt 

Southold United Methodist Churoh 

Southold 

.. NY 

Ms 

Adele 

de Ryk 

Parish Nurse, All Saints Episoopal Church 

Loveland 

.. CO 

Rev 

. Michael R. .. 

De Vaughn 

Carter Chapel CME Church 

Amarillo 

.. TX 





StaffordVA. 


Rev 

. Gregory 

Dell 

Broadway United Methodist Church 

Chicago 

.. IL 

Rev 

Robert 

Dell 

UCC 

Sandwich 

.. IL 

Ms 

. Jean 

DeVoll-Donald- 

Lutheran School of Theology at Chioago 

Chicago 

.. IL 



DeWolfe 



.. ME 






.. TX 

Mr 





.. NY 

Rabbi ... 

Lucy 

Dinner 


Raleigh 

.. NC 

Rabbi ... 

. Fred S 

Dobb 

Adat Shalom Reconstructionist Congregation 

Bethesda 

.. MD 

Mr 





.. NY 






.. NY 






.. NY 






.. FL 

Rev 

Randall 

Doubet-King ... 

United Churoh of Chrisf 

Chicago 

.. IL 

Rev 

. Nancy 

Doughty 


Traverse City .... 

.. Ml 






.. Ml 


Morris. 





Rabbi ... 

William 

Dreskin 

Woodlands Communify Temple 

White Plains 

.. NY 

Ms 





.. PA 






.. Wl 

Rev 

Karen N 

Dungan 

Firsf Unifed Mefhodist Church 

Osage 

.. lA 

Rev. Dr. 

Eileen 

Dunn 

Director of Women’s Programs, Green River 

Auburn 

.. WA 




Communify College. 








.. DE 

Ms 

Karen 

Dyste 

Central Presbyterian Churoh 

Eugene 

.. OR 






.. OH 






.. VA 






.. CA 

Rev 

Janet E 

Eggleston 

UMC 

Springfield 

.. PA 

Rabbi ... 

Dan 

Ehrenkrantz ... 

B'nai Keshet 

Montclair 

.. NJ 



Ekdahl 



.. NE 

Rev 

. Jim 

Eller 

All Souls UU Churoh 

Kansas City 

.. MO 

Rev 

. Steve 

Ellis 

Episoopal Church of Sf. John the Baptist 

Capitola 

.. CA 

Rev. Dr. 

Marvin M. ... 

Ellison 

Bangor Theological Seminary 

Portland 

.. ME 

Rev 

Nancy Nel- 

Elsenheimer ... 

United Churoh of Christ 

Cleveland 

.. OH 

Rabbi ... 

. Sue 

Elwell 

Union of American Hebrew Congregations 

Philadelphia 

.. PA 

Ms 

. Marjorie 

Enseki 

FCC 

Eugene 

.. OR 






.. NY 

Rev 

. Jon M 

Fancher 

Rocky River Presbyterian Church 

Rocky River 

.. OH 

Rev 

. Douglas E. .. 

Fauth 

The Christian Association at the University of 

Philadelphia 

.. PA 


Pennsylvania. 
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Title 

First and Mid- 
dle Name 

Last Name 

Organization/Affiliation 

City 

Stat 

Rabbi .... 

Morley T 

Feinstein 

Tempie Beth-EI 

South Bend 

... IN 



Fink 



... MD 

Rev 

Wendy 

Fish 

First Unitarian Universalist Church 

Columbus 

... OH 

Rev 

John W 

Fisher 

Sunnyside United Methodist Church 

Kalamazoo 

... Ml 

Pastor .... 

Eric 

Fjeldal 

Yaiesviile United Methodist Church 

Wallingford 

... CT 

Rev 

Ray 

Flachmeier .. 

Evangeiicai Lutheran Church ot America 

Richardson 

... TX 

Rev 

Madonna .... 

Flanders 

. Aiton UMC 

Bangor 

... ME 






... WY 

Ms 

Rita 

Fossell 

Presbysterian Women-Churchvride 

Lake Bluff 

... IL 

Rev. Dr. 

Garnett E. ... 

Foster 

Louisvilie Presbyterian Theological Seminary 

Louisville 

... KY 


C.H 




... CA 

Rev 

Kimberly 

Fouse 

Presbyterian Church (USA) 

Cold Spring 

... KY 


Buechner. 





Rev. Dr. 

Richard E. .. 

Fouse 

. Doylestown Presbyterian Church 

Doylestown 

... PA 






... MA 


Amy A 




... Rl 

Rabbi .... 

Aiien i 

Freehling 

. University Synagogue 

Los Angeles 

... CA 






... CA 






... OH 






... MA 






- VT 





tion. 


Rev 

Hoily Spcn- 

Fuqua 


Lexington 

... KY 

Rev. Dr. 

George T 

Gardner 

College Hill United Methodist Churoh 

Wiohita 

... KS 

Rabbi .... 

David J 

Geltand 

The Jewish Center of the Hamptons 

East Hampton . 

... NY 






... IN 


Seidler. 





Rev 

Gordon D. ... 

Gibson 

Unitarian Universalist Fellowship of Elkhart 

Elkhart 

... IN 






... MD 






... NY 






... NY 






... IL 


A.. 

Gail 




... PA 

Rabbi .... 

Brian 

Giusman 


Birmingham .... 

... AL 






... NH 





York 

... PA 






... MA 

Rev 

Thomas W. 

Goodhue 

United Methodist Churoh of Bayshore 

Bayshore 

... NY 

Rev 

Chariotte .... 

Gosseiink .... 

. PA Southeast Conference UCC 

Collegeville 

... PA 






... NY 

Rev 

Peter 

Grandy 

. Asylum Hill Congregational Church 

Hartford 

... CT 

Rev 

Robert J 

Granger 

Overlook United Methodist Church 

Woodstock 

... NY 






... NJ 






... NH 






... CT 

Rev. Dr. 

Larry 

Greentield ... 

Religious Institute for Sexual Morality, Justice 

Chicago 

... IL 




and Healing. 



Rev 

John M 

Gregory-Davis 

Meriden Congregational Church, UCC 

Meriden 

... NH 

Rev 

Susan 

Gregory-Davis 

Meriden Congregational Church, UCC 

Meriden 

... NH 






... WY 

Rev. Dr. 

Larry A 

Grimm 

St. Paul Presbyterian Church 

Lakewood 

... CO 

Rev. Dr. 

J. Bennett ... 

Guess 

Justice and Witness Ministries, UCC 

Cleveland 

... OH 

Ms 

Debra W 

Haffner 

Religious Institute on Sexual Morality, Justioe, 

Norwalk 

... CT 




and Healing. 



Rev 

Biii 

Hamilton- 

Unitarian Universalist Church of Berkeley 

Berkeley 

... CA 



Holway. 




Rev 

Barbara 

Hamilton- 

Unitarian Universalist Church of Berkeley 

Berkeley 

... CA 



Holway. 









... NY 




. UCC 


... OR 

Rev 

Cedric A 

Harmon 


Washington 

... DC 






... FL 

Rev 

Aiien V 

Harris 

Franklin Circle Christian Church (Disciples of 

Cleveland 

... OH 


Christ). 
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Title 

First and Mid- 
dle Name 

Last Name 

Organization/Affiliation 

City 

State 

Ms 





... NY 












... OH 

Rev 

Ann L 

Hayman 

Maty Magdalene Project 

Reseda 

... CA 

Rev 

Barbara A. .. 

Heck 

Rutgers Protestant Campus Ministries 

New Brunswick 

... NJ 

Rev 

Jane 

Heckles 

So. Cal. Nev. Conferenoe, United Churoh of 

Altadena 

... CA 




Christ. 








... Wl 






... OR 

Rev 

Kathleen 

Hepler 

.. Unitarian Universalist Congregation of Mon- 

Lincroft 

... NJ 




mouth County. 



Rabbi .... 

Rachel 

Hertzman 

Hillel of Greater Baltimore 

Baltimore 

... MD 

Rev 

Jean Ellen ... 

Herzegh 

.. PC (USA) 

Burns 

... OR 



Hill 



... MN 

Ms 

Bani 

Hines-Hudson 

Director of Education-PP of Greater Louisville .... 

Louisville 

... KY 

Rev 

Allen 

Hinman 

St. John’s Episoopal 

Passaic 

... NJ 

Rev 

Elaine 

Hinnant 

First Plymouth Congregational, UCC 

Englewood 

... CO 

Rev 

Virginia C. .. 

Hoch 

Goshen United Methodist Church 

Goshen 

... NY 











... OH 

Rev 

David J 

Holden 

United Church of Christ 

Cleveland 

... OH 

Rev 

Mark R 

Holland 

.. Trinity UMC 

Kansas City 

... KS 


George E 

Hollingshead 



... PA 










... PA 






... NY 

Mr 

Joseph C 

Hough, Jr 

.. Union Theological Seminary 

New York 

... NY 

Rev 

D. Scott 

Howell 

United Church of Christ 

Cleveland 

... OH 






... NY 

Dr 

Mary E 

Hunt 

Women's Allianoe for Theology, Ethics and Ritual 

Silver Spring .... 

... MA 




(WATER). 








... MN 






... NE 

Ms 





... NY 

Rev 

Randy 

Hyvonen 

Washington, North Idaho Conference, UCC 

Spokane 

... WA 

Rev 

Michael B. .. 

Ide 

Evangelical Lutheran Church in America 

St. Louis 

... MO 






... Ml 

Rabbi .... 

Lisa 

Izes 

Temple Sinai 

Rochester 

... NY 

Rabbi .... 

Andrew 

Jacobs 

.. Bet Am Shalom Synagogue 

White Plains 

... NY 






... NY 

Pastor .... 

Alexander M. 

Jacobs 

Lutheran Campus Ministry 

Milwaukee 

... Wl 

Rev 

B. Leslie 

James 

Macedonia African Methodist Episcopal Churoh 

Seaford 

... DE 


Mark 




... Ml 






... VA 

Rev 

Bryan T 

Jessup 

The Unitarian Universalist Church of Fresno 

Fresno 

... CA 

Rabbi .... 

Daniel 

Jezer 

Congregation Beth Sholom-Chevra Shas 

De Witt 

... NY 

Board 

Ann Hale .... 

Johnson 

Union Theological Seminary, NYC 

Potomac 

... MD 

Chair. 






Rev 

Bruce 

Johnson 

Unitarian Universalist Church of Indianapolis .... 

Indianapolis 

... IN 

Rev. Dr. 

William R. .. 

Johnson 

Wider Church Ministries, United Church of Christ 

Cleveland 

... OH 

Ms 





... CA 






... WA 

Rev. Dr. 

Peggy 

Johnson 

United Churoh of Christ 

Santa Barbara . 

... CA 

Rev 

Anthony P. .. 

Johnson 

First Unitarian Universalist Churoh of Essex 

Orange 

... NJ 




County. 








... Wl 

Rev 

Charles H. .. 

Jorday 

Pleasant Run UCC 

Indianapolis 

... IN 

Ms 


Kahl 



... Wl 

Rabbi .... 

Mark 

Kaiserman ... 

Temple Emanu-EI 

Dalllas 

... TX 






... NY 






... OH 

Rabbi .... 

Gerald M. ... 

Kane 

Temple Beth El 

Las Cruces 

... NM 

Rev 

Charles G. .. 

Kast 

Community Church of Chapel Hill 

Chapel Hill 

... NC 






... TX 

Rabbi .... 

Alan J 

Katz 

Temple Sinai 

Rochester 

... NY 

Rev 

Fred 

Kelp 

Unitarian Universalist 

Grants Pass 

... OR 
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Title 

First and Mid- 
dle Name 

Last Name 

Organization/Affiliation 

City 

State 

Rabbi .... 

Jonathan 

Kendall 

Temple Beit Hayam 

Stuart 

FL 

Rev. Dr. 

Andrew C. ... 

Kennedy 

First Unitarian Society ot Milwaukee 

Milwaukee 

Wl 

Rev 

Diane 

Kenney 

United Ministry at USC 

Los Angeles 

CA 

Rev 

Thomas A. .. 

Kerr, Jr 

Immanuel Church, Highlands (Episcopal) 

Wilmington 

DE 

Mr 

Amos 

Kharma 

Metropolitan Community Church ot the Spirit 

Harrisburg 

PA 

Ms 

Katharine .... 

Kilpatric 

Presbytery of Biddings Lovejoy 

St. Louis 

MO 

Mr 





CA 

Rev 

Ruth L 

Kirk 

St. Peter’s Church, Glenside 

Glenside 

PA 

Rev. Dr. 

Ron D 

Kitterman 

UMC 

Fort Dodge 

lA] 

Dr 

Joel T 




NH 


Elliott 




OH 






IN 

Rev 

Tricia Dykers 

Koenig 


Cleveland Heights 

OH 


Neil 




MA 

Rabbi .... 

Sandtord 

Kopnick 

The Valley Temple 

Cincinnati 

OH 

Rabbi .... 

Elisa 

Koppel 

The Community Synagogue 

Port Washington 

NY 

Rabbi .... 

Douglas E. .. 

Krantz 

Congregation B'nai Yisrael 

Armonk 

NY 

Rev 

Daniel H 

Kuhn, Jr 

Vine Street Christian Church 

Nashville 

TN 






KY 

Rev 

Wallace 

Ryan. 

Kuroiwa 

United Church of Christ 

Cleveland 

OH 

Rabbi .... 

Steven 

Kushner 

Temple Ner Tamid 

Bloomfield 

NJ 

Rev 

Peter 

Laarman 

Judson Memorial Church 

New York 

NY 

Rabbi .... 

Howard 

Laibson 

Temple Israel 

Long Beach 

CA 






TX 

Rev 

Werner 

Lange 

Auburn Community Church 

Chagrin Falls 

OH 

Dr 

Edwin 

Lasbury 

UMC 

Hockessin 

DE 






MD 

Rabbi .... 

Michael A. .. 

Latz 

Temple B'nai Torah 

Bellevue 

WA 

Rev 

R. Vincent .. 

Lavieri 

American Apostolic Catholic Church 

Greenville 

Ml 

Rev 

Clittord M. .. 

Lawrence Jr. .. 

United Church of Christ 

Clearwater 

FL 






CA 

Rev 

Lois Robin- 
son. 

Lehman 

Pitts Creek and Beaver Dam Presbyterian 
Churches. 

Pocomoke City 

MD 

Rev 

Susan 

Leo 

Bridgeport United Church of Christ 

Portland 

OR 






PA 






FL 

Mr 

Harry H 

Levy 

Temple Beth-EI 

San Antonio 

TX 


Eugene H. ... 




AK 





NY 

Rabbi .... 

Mark G 

Loeb 

Beth El Congregation 

Baltimore 

MD 






LA 

Rabbi .... 

Alan David 

Londy 

Temple Beth Shalom 

Smithtown 

NY 






PA 






lA 






IL 

Rev. Dr. 

Doyle A 

Luckenbaugh 

UCC ' 

Massillon 

OH 

Rev 

Douglas 

Maben 

Green Mountain Presbyterian Church 

Lakewood 

CO 






TX 

Rev 

Gene 

Mace 

United Methodist 

West Peoria 

IL 

Rev 

Vilma M 

Machin- 

Vazquez. 

United Church of Christ 

Cleveland 

OH 

Rabbi .... 

Dana 

Magat 

Temple Emanu-EI 

San Jose 

CA 

Rev 

Robert J 

Magliula 

Christ the King Church 

Stone Ridge 

NY 

Dr 

Daniel 

Maguire 

Prof. Of Moral Theology, Marquette University 

Milwaukee 

Wl 






OH 






CO 






MA 






FL 



Mandelberg .... 



MD 





NY 

Rabbi .... 

Jettrey M 

Marker 


Brooklyn 

NY 

Ms 

Doriene D. .. 

Marshall 

Director of Christian Education, Cottonwood 
Presbyterian Church. 

Salt Lake City 

UT 

Rev 

Christopher 

S.. 

Martin 

St. Mary's Episcopal Church 

Green Cove 

Springs. 

FL 
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Title 

First and Mid- 
dle Name 

Last Name 

Organization/Affiliation 

City 

State 

Dr 





. KS 






. NY 






. CA 

Mr 

Neal 

Matson 

Church of Christ 

Fairbanks 

. AK 






. FL 

Rev. Dr. 

James 

McDonald 


Washington 

. DC 

Rev. Dr. 

Elizabeth .... 

McDonald 


Washington 

. DC 






. GA 

Rev 

David 

McFarlane 

The Presbyterian Church, Sewickley 

Sewickley 

. PA 

Rev 

Deborah A. 

McKinley 

Third, Scots and Mariners Presbyterian Church .. 

Philadelphia 

. PA 

Rev 

Bethany 

McLemore 

Pastoral Counseling Center 

Roanoke 

. VA 

Rev 

Laurie A 

McNeill 

Glenwood Landing 

NY. 


Ms 

Carolyn 

Meagher 

First Congregational Church 

Indianapolis 

. IN 

Rabbi .... 

Batsheva .... 

Meiri 

Temple Emanuel 

Reisterstown .... 

. MD 

Rev 

Sarah J 

Melcher 

Presbytery ot Cincinnati 

Cincinnati 

. OH 






. KS 

Rev 

David W 

Meredith 

Broad St. United Methodist Church 

Columbus 

. OH 

Rabbi .... 

Andrea 

Merow 

Temple Sholom 

Philadelphia 

. PA 






. TX 





Flint 

. Ml 

Rabbi .... 

Mathew D. .. 

Michaels 

Congregation Jewish Community North 

Spring 

. TX 



Miller 



. CT 



Miller 


Whittier 

. CA 



Miller 



. CA 



Miller 



. Ml 

Rabbi .... 

Jonathan 

Miller 

Temple Emanu-EI 

Birmingham 

. AL 

Rev 

Melanie 

Miller 

First Congregational Church 

Chappaqua 

. NY 



Miller 



. NY 

Rev 

Charles S. .. 

Milligan 

Prof. Emeritus, Iliff School ot Theology 

Denver 

. CO 






. KY 


Penrod. 







Mills 



. OH 






. PA 

Rev 

Irene K 

Mitchell 


Spokane 

. WA 

Cantor ... 

Alberto 

Mizrahi 

Anshe Emet Synagogue 

Chicago 

. IL 

Rabbi .... 

Jack 

Moline 

Agudas Achim Congregation 

Alexandria 

. VA 






. GA 






. NY 






. NE 

Rev 

Rob 

Moore 

Evangelical Lutheran Church of America 

Houston 

. TX 

Rev 

Mary Rath- 

Morn 

First Unitarian Universalist Church 

Nashville 

. TN 


erine. 





Ms 

SarahLee .... 

Morris 

Covenant Presbyterian Church 

Lubbock 

. TX 

Rabbi .... 

Joel 

Mosbacher 

Beth Haver! m Congregation 

MahwahN 

. J 

Pastor .... 

R.W.W 

Mueckenheim 

United Methodist Church of Hempstead 

Hempstead 

. NY 

Rev 

Martha L. ... 

Munson 

Unitarian Universalist Church ot East Aurora 

Elba 

. NY 

Rev 

John A 

Nelson 

The Dover Church 

Dover 

. MA 


Culver H 




. AZ 

Rev 

Gustav 

Nelson 

Presbytery of Des Moines 

Des Moines 

. lA 

Rev 

Stacey 

Nicholas 

Immanuel UMC 

Canton 

. MO 

Rev 

Johanna 

Nichols 

Champlain Valley Unitarian Universalist Society 

Middlebury 

. VT 

Rev 

Sala 

Nolan 

United Church of Christ 

Cleveland 

. OH 

Rev 

Eileen 

Norrington 

United Church of Christ 

Cleveland 

. OH 

Mr 

Robert 

OhI 

Old York Road Temple-Beth Am 

Abington 

. PA 






. OR 






. CT 

Rev 

Melanie 

Oommen 

First Congregational UCC 

Eugene 

. OR 






. OH 

Rev 

Charles 

Ortman 

Unitarian Church 

Montclair 

. NJ 


Blustein. 





Rev 

Marilyn 

Pagan 


Chicago 

. IL 

Rev 

Archie M 

Palmer Jr 

Episcopal Diocese of Newark 

Glen Ridge 

. NJ 






. OH 






. Ml 

Rev 

Richard S. .. 

Parker 

United Methodist Church 

Babylon 

. NY 
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First and Mid- 
dle Name 

Last Name 

Organization/Affiliation 

City 

State 






... OH 

Rev 

Stephen J. .. 

Patterson 

. Theological Seminary 

St. Louis 

... MO 






... TX 

Rev 

Mark R 

Pawlowski .... 

. Planned Parenthood of South Central Miohigan .. 

Kalamazoo 

... Ml 






... MA 






... OR 

Rev 

Frederio 

Pease 

. UCC 

Dresden 

... ME 

Rev 

Guy R 

Peek 

RCRC, Western New York 

Niagara Falls ... 

... NY 

Rev. Dr. 

John C 

Peiper 

St. Christopher Episcopal Church 

Linthioum Heights MD 

Rev 

Barbara 

Pekich 


Grand Rapids ... 

... Ml 

Rev 

Clare L 

Petersberger 

Towson Unitarian Universalist Church 

Lutherville 

... MD 




Duluth 

... GA 

Rev 

Thomas 

Philipp 

Long Island United Campus Ministries 

Merrick 

... NY 

Rev 

Jettrey 

Phillips 

Community United Church of Christ 

Champaign 

... IL 

Rev 

John B 

Pieroe 

. Westminster Presbyterian Churoh 

Eugene 

... OR 

Rev 

Deborah 

Pitney 

. First UMC 

Eugene 

... OR 



Pool 



... TX 

Rev 

Lois M 

Powell 

United Churoh of Christ 

Cleveland 

... OH 

Bishop ... 

Neff 

Powell 

. Episoopal Diooese of Southwestern Virginia 

Roanoke 

... VA 

Rabbi .... 

Sally J 

Priesand 

Monmouth Reform Temple 

Tinton Falls 

... NJ 






... CT 



Quill 



... TX 

Ms 





... DE 






... WA 






... MD 

Rev 

Anita 

Rayburn 

. TodAveUMC' 

Warren 

... OH 

Ms 

Anita 

Redding 

. UCC 

Cleveland 

... OH 

Rev 

Willard T 

Reece 

. Kansas Religious Leaders for Choice 

Wiohita 

... KS 






... CA 

Rev 

Nelson R 

Reppert 

University United Methodist Church 

Syracuse 

... NY 

Rev 

Ernesto 

Reyes 

. UCC 

Los Angeles 

... CA 

Ms 





... PA 

Rabbi .... 

Leah 

Richman 

Oheb Zedeck Synagogue Center 

Pottsville 

... PA 






... NY 

Rev 

Paul B 

Robinson 

Medford Congregational UCC 

Medford 

... OR 






... Rl 

Mr 

Dave 

Rookafellow . 

Unitarian Universal Fellowship of Bozeman 

Bozeman 

... MT 

Mrs 

Rachel 

Rookafellow . 

Unitarian Universal Fellowship of Bozeman 

Bozeman 

... MT 

Ms 

Judith E 

Rogers 

Unitarian Universalist Church at Washington 

Titusville 

... NJ 




Crossing. 



Rev 

Cally 

Rogers-Witte 

Southwest Conferenoe, United Church of Christ 

Phoenix 

... AZ 

Rabbi .... 

Liz 

Rolle 

Temple Sinai 

Stamford 

... CT 






... WA 

Mr 

Gary 

Rooney 

Presbyterian Women Churohwide Coordinating 

Minneola 

... KS 




Team. 



Rev. Dr. 

Dan 

Rosemergy ... 

. Brookmeade Congregational Church, UCC 

Nashville 

... TN 






... CA 

Ms 

Ellen Y 

Rosenberg .... 

Women of Reform Judaism, The Federation of 

New York 

... NY 




Temple Sisterhoods. 



Rabbi .... 

David 

Rosen n 

The Jewish Servioe Corps 

New York 

... NY 

Bishop ... 

Catherine S. 

Roskam 


Dobbs Ferry 

... NY 

Rev 

Eugene 

Ross 

Central Pacific Conference — UMC 

Portland 

... OR 

Ms 

Gloria 

Rothhaas 

. Lakewood Congregational Church 

Lakewood 

... OH 






... TN 

Cantor ... 

Lori 

Saizman 

Temple Beth Shalom 

Needham 

... MA 

Rev 

David 

Sammons 

Mt. Diablo Unitarian Universalist Churoh 

Walnut Creek ... 

... CA 

Rev 

Jason W 

Samuel 

Transfiguration Episcopal Church 

Lake St. Louis .. 

... MO 






... WA 

Rev 

Jill Job 

Saxby 

Maine Interfaith Council for Reproductive 

Cape Elizabeth . 

... ME 




Choices and Unitarian Universalist Associa- 






tion. 








.... IL 

Ms 





.... PA 

Cantor ... 

Hollis Su- 

Schachner .... 

Temple Shir Tikva 

Wayland 

.... MA 


zanne. 
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Title 

First and Mid- 
dle Name 

Last Name 

Rev 

James W 

Schaefer 

Rev 

Donna 

Schaper 

Cantor ... 

Jodi M 

Schechtman ... 

Rabbi .... 

Amy R 

Scheinerman .. 

Cantor ... 

Robert S 

Scherr 

Rev. Dr. 

Robert 

Schiesler 

Mr 

Brian 

Schofield-Bodt 

Rev 

Christopher 

Schooley 

Rev 

William C. .. 

Schram 

Rev 

Gilbert 

Schroerlucke .. 

Rev 

Mike 

Schuenemeyer 

Ms 

Helen 

Sears 

Rev 

David 

Selzer 

Rev. Dr. 

Robert 

Senghas 

Cantor ... 

Judith 

Seplowin 

Rev 

John S 

Setterlund 

Rev 

Arthur G 

Severance 

Rev. Dr. 

David M 

Seymour 

Rev 

Robert E 

Seymour 

Rabbi .... 

Riohard 

Shapiro 

Rabbi .... 

Alan 

Shavit- 

Lonstein. 

Rabbi .... 

Randy 

Sheinberg 

Ms 

Patricia 

Shepherd 

Rabbi .... 

Alan 

Sherman 

Rev 

Maty E 

Shields 

Rev 

Martha M. .. 

Shiverick 

Cantor ... 

Linda 

Shivers 

Rabbi .... 

Marion 

Shulevitz 

Rabbi .... 

Robert A 

Silvers 

Rev 

Lib Mcgregor 

Simmons 

Rev 

Elisabeth K. 

Simpson 

Rev 

William G. .. 

Sinkford 

Rabbi .... 

Steven 

Sirbu 

Rev. Dr. 

Joanne 

Sizoo 

Rev 

Jeremy 

Skaggs 

Rev 

Angela 

Maddalo- 

ne. 

Skinner 

Chaplain 

Donald 

Skinner 

Rev 

Stanely E. ... 

Skinner 

Rev 

Joseph An- 
drew. 

Slane 

Rev. Dr. 

Michael D. .. 

Smith 

Ms 

Mary Elva ... 

Smith 

Rabbi .... 

Ronald B. ... 

Sobel 

Rev 

Richard 

Sparrow 

Ms 

Kerith 

Spencer-Sha- 

piro. 

Rev 

David W 

Spollett 

Rev 

E. Kyle 

St. Claire 

Rev 

Lynn 

Stanton-Hoyle 

Rabbi .... 

Sonya 

Starr 

Rev. Dr. 

William R. .. 

Stayton 

Cantor ... 

Debra 

stein 

Rev. Dr. 

Elizabeth .... 

Stein 

Rabbi .... 

Margot 

Stein 

Rabbi .... 

Jonathan A. 

stein 

Rabbi .... 

David E 

Stern 

Cantor ... 

Ellen 

Stettner 

Rev 

Jerald M 

Stinson 

Rev 

Nathan L. ... 

Stone 

Rabbi .... 

Susan B 

Stone 

Rev 

Robert J 

Stout 


Organization/Affiliation 


UCC 

Coral Gables Cong. Church 

Tetrple Beth Am 

Beth Shalom Congregation of Carroll County 

Temple Israel 

St. Luke’s Episcopal Church 

Golden Hill United Methodist Ghurch 

Christians Presbyterian Church 

Presbyterian Church 

UM Clergy 

Diamond Bar Congregational UCC 

Churchwide Coordinating Team Presby. Women .. 

Episcopal Churoh of the Good Sheperd 

Unitarian Unlversallst 

Temple Bcth-EI 

Lutheran Churoh 

first Unitarian Unlversallst Church of San Anto- 
nio. 

United Church ot Christ/Presbyterian Church USA 

American Baptist 

Congregation B'nai B'rith 

Tri-City Jewish Center 

Congregation Rodeph Sholom 


Trinity Lutheran Seminary 

Presbytery of the Western Reserve 

Congregation Neveh Shalom 

Rabbinical Assembly 

Congregation B'nai Israel 

University Presbyterian Church 

first Presbyterian Church 

President, Unitarian Unlversallst Association 

North Shore Synagogue 

Presbyterian Church USA 

fellowship Congregational Church 

first Presbyterian Church ot Yorktown 


Living Enrichment Center 

Emmanuel/Friedens Church 

Southminster Presbyterian Church 

first Presbyterian Church 

Presbyterian Church (USA) 

Congregation Emanu-EI ot the City ot New York 

United Church ot Christ 

Hebrew Union College-Jewish Institute of Reli- 
gion. 

first Church, UCC 

St. Philip's Episcopal Church 

Clifton Presbyterian Church 

Columbia Jewish Congregation 

Widencr University 

The Jewish Center ot the Hamptons 

ELCA; New Hope Lutheran Church 

Jewish Reconstructionist federation 


Temple Emanu-EI 

Stephen Wise free Synagogue 

first Congregational Church 

Unitarian Universalist Fellowship of Waoo 

Temple Beth Shalom 

UMC 


City State 


Decorah lA 

Coral Gables FL 

Framingham MA 

Taylorsville MA 

Natick MA 

Montclair NJ 

Bridgeport CT 

Newark DE 

Fort Myers FL 

Louisville KY 

Diamond Bar CA 

Owensboro KY 

Buffalo NY 

Burlington VT 

Providenoe Rl 

Champaign IL 

San Antonio TX 

Tulsa OK 

Chapel Hill CA 

Santa Barbara .... CA 
Rock Island IL 

New York NY 

Des Moines lA 

West Palm Beach FL 

Columbus OH 

Cleveland OH 

Portland OR 

New York NY 

Boca Raton FL 

San Antonio TX 

Glen Cove NY 

Boston MA 

Syosset NY 

Cincinnati OH 

Tulsa OK 

Yorktown Heights NY 

Wilsonville OR 

Schenectady NY 

Birmingham AL 

Grinnell lA 

Louisville KY 

New York NY 

Cleveland OH 

New York NY 

Fairtield CT 

New Hope PA 

Clitton VA 

Columbia MD 

Chester PA 

East Hampton NY 

Missouri City TX 

Elkins Park PA 

New York NY 

Dallas TX 

New York NY 

Long Beach CA 

Waco TX 

Hudson OH 

Horse Cave KY 
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Title 

First and Mid- 
dle Name 

Last Name 

Organization/Affiliation 

City 

State 

Rabbi .... 

David 

Straus 

Main Line Reform Temple Beth Elohim 

Wynnewood 

... PA 

Rev. Dr. 

Charles H. .. 

Straut, Jr 

UMC 

Brooklyn 

... NY 

Rev 

Victoria 1. ... 

Streitf-Fraser 

Unitarian Universalist Congregation of Colum- 

Columbus 

... IN 




bus, In. 



Rev 

Elwood 

Sturtevant 

Thomas Jetterson Unitarian Church 

Louisville 

... KY 

Cantor ... 

Jodi LSufrin 

Temple Beth 

Wellesley 

MA. 




Elohim. 




Rabbi .... 

Brooks R 

Susman 

Temple Shaari Emeth/PPCNJ 

Manalapan 

.. NJ 






.. KS 



ber. 









.. IL 

Rev 

Gail 

Tapscott 

Unitarian Universalist Church ot Et. Lauderdale 

Ft. Launderdale 

.. FL 

Rev 

Arch B 

Taylor 

Presbyterian Church 

Louisville 

.. KY 

Rabbi .... 

David H 

Teitelbaum 

Board of Rabbis of Northern California 

San Francisco .. 

.. CA 

Mr 





.. NY 

Rev 

Eugene 

TeSelle 

Vanderbilt Divinity Sohool 

Nashville 

.. TN 


Bob 




.. MT 






.. Ml 






.. OR 

Rev 

George Ayer 

Tigh 

UMC 

Lansdale 

.. PA 






.. IN 






.. Wl 

Cantor ... 

Louise 

Treitman 

Temple Beth David 

Westwood 

.. MA 

Rev 

Thomas R. .. 

Uphaus 

United Churoh of Christ 

Clinton 

.. Ml 






.. Ml 

Rev 

Doug 

Van Dorcn 

Plymouth Congregational UCC 

Grand Rapids ... 

.. Ml 

Rev 

Jane W 

Van Zandt 

Episoopal Diooese of Maryland 

Baltimore 

.. MD 






.. NY 






.. TX 

Rev 

Heidi 

Vardeman 

Maoalester Plymouth United Churoh 

St. Paul 

.. MN 

Rev 

Jessica 

Vazquez 

Christian Church (Disciples of Christ) 

Indianapolis 

.. IN 






.. IL 

Rev 

Paul Rey- 

Warren 

St. Paul’s UCC 

Schulenburg 

.. TX 


nolds. 










.. CA 

Rev 

Mary Ellen .. 

Waychoff 

Macon County Larger Parish-Prcsbyterian 

New Cambria .... 

.. MO 



Webb 



.. CA 

Rev 

Gloria 

Weber 

Evangelical Lutheran Church of America 

St. Louis 

.. MO 

Rabbi .... 

Elyse 

Wechterman ... 

Congregation Agudas Achim 

Attleboro 

.. MA 






.. KA 

Rev 

Victoria 

Weinstein 

Channing Memorial Church, Unitarian Univer- 

Columbia 

.. MD 




salist. 



Rev 

Lauren M. ... 

Welch 

Episcopal Diocese of Maryland 

Baltimore 

.. MD 

Rev 

Jonathan N. 

Weldon 

Episcopal Church of the Resurrection 

Eugene 

.. OR 

Rev 

Clarence E. 

Whitwer 

United Churoh of Christ 

Grand Rapids ... 

.. Ml 


Ken. 










.. MA 






.. CA 

Rev 

Susan 

Williams 

RCRC ”...” 

Jamestown 

.. NY 


Anslow. 






Clark 

Wills 



.. WA 

Rev 

Dennis 

Winkelback .... 

New York Conference — United Methodist Church 

Newburgh 

.. NY 

Rev 

Karyn L 

Wiseman 

Grandview UMC 

Kansas City 

.. KS 

Rev. Dr. 

J. Philip 

Wogaman 

Foundry United Methodist Church 

Washington 

.. DC 






.. KS 


James. 





Rev 

Hillary 

Wright 


Kansas City 

.. MO 






.. HI 

Rev. Dr. 

Robert D 

Young 

Presbyterian USA 

West Chester .... 

.. PA 

Ms 

Judith D 

Zelson 

Temple Beth-EI 

Northbrook 

.. IL 

Rev 

Craig D 

Zimmerman ... 

St. Paul’s United Church of Christ 

Ringtown 

.. PA 


The 1,700-member Central Conference of American Rabbis and the Justice and Witness Ministries of the United Church of Christ have also 
endorsed this statement. 
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Mr. Bilirakis. Ladies and gentlemen, thank you so very much. 
It was a great hearing and you made it such and we have learned 
an awful lot. I trust we can all do the right thing tomorrow. 

Thank you. God bless you. 

[Whereupon, at 5:22 p.m., the hearing was adjourned.] 

[Additional material submitted for the record follows:] 

Prepared Statement of the American Civil Liberties Union 
I. introduction 

The American Civil Liberties Union, a nationwide, non-partisan organization with 
nearly 300,000 members dedicated to protecting the individual liberties and free- 
doms guaranteed by the Constitution and laws of the United States, respectfully 
submits this testimony to the House of Representatives Committee on Energy and 
Commerce regarding abstinence-only-until-marriage education programs. As the 
Committee considers H.R. 4122, which would reauthorize the abstinence-only-until- 
marriage education program contained in Section 510 of the Social Security Act 
through the year 2007, the ACLU urges the Committee to weigh the serious civil 
liberties and public health concerns posed by these programs. 

While the ACLU believes that discussion of abstinence is an important component 
of any educational program about human sexuality, we oppose programs, such as 
the one outlined in Section 510, that focus exclusively on abstinence and censor 
other valuable information that can help young people to make responsible and safe 
decisions about sexual activity and reproduction. Moreover, in addition to their re- 
strictions on free speech, abstinence-only-until-marriage programs endanger the 
health of young people, create a hostile environment for lesbian and gay youth, and 
dangerously entangle the government with religion. 

II. abstinence-only programs constitute government-sponsored censorship. 

The current Section 510 language permits federal funds to be used only for pro- 
grams that have as their “exclusive purpose,” teaching the benefits of abstinence. 
See 42 U.S.C. § 710. In addition, recipients of these funds may not provide a partici- 
pating adolescent with any other information regarding sexual conduct in the same 
setting as the abstinence program. Thus, recipients of federal abstinence-only funds 
operate under a federally imposed gag order that prohibits them from providing in- 
formation in a funded program on preventing sexually transmitted diseases or preg- 
nancy through the use of recognized methods of contraception, even when they are 
asked directly for this information by a young person participating in the program. 
As the Supreme Court said in Board of Education v. Pico, 457 U.S. 853, 867 (1982), 
when addressing censorship in a school context, “We have recognized that the State 
may not, consistently with the spirit of the First Amendment, contract the spectrum 
of available knowledge. In keeping with this principle, we have held that in a vari- 
ety of contexts the Constitution protects the right to receive information and ideas.” 
(citations omitted). 

Because more comprehensive sexuality information cannot be provided in a feder- 
ally funded abstinence-only program, the result of these programs is that teachers 
are censored and students are denied critical information. Material on contracep- 
tion, sexually transmitted diseases, and sexual orientation has literally been ripped 
out of textbooks used in such programs. Some teachers have been disciplined or 
threatened with lawsuits for speaking frankly in the classroom about matters of sex- 
uality or for answering direct questions from students. The fear of such recrimina- 
tion chills important speech in our schools. “[T]he First Amendment . . . does not tol- 
erate laws that cast a pall of orthodoxy over the classroom.” Keyishian v. Board of 
Regents, 385 U.S.589, 603 (1967). 

The Section 510 abstinence-only program thus infringes on constitutional rights 
of free expression by censoring the transmission of vitally needed information about 
human sexuality and reproduction. Section 510 not only suppresses a particular 
viewpoint on sexuality, which is the most egregious form of speech regulation, cf. 
Rosenberger v. Rectors <fe Vistors of the Univ. of Virginia, 515 U.S. 819, 829 (1995), 
it suppresses the very information about sexuality that is most critical to teens. Sec- 
tion 510 leaves grantees no choice but to omit any mention of topics such as contra- 
ception, abortion, homosexuality, and AIDS or to present these subjects in a nonsci- 
entific, inaccurate or incomplete fashion. 



108 


II. ABSTINENCE-ONLY PROGRAMS ARE INEFFECTIVE AND ENDANGER YOUNG PEOPLE’S 

HEALTH. 

There is no compelling data that demonstrate that abstinence-only programs 
funded under Section 510 are effective in helping to delay sexual initiation or in re- 
ducing risk-taking behaviors among young people. In fact, the overwhelming weight 
of evidence suggests that programs that include messages about both abstinence 
and contraception are most effective in delaying the onset of sex among young peo- 
ple, reducing the number of sexual partners they have, and in making them better 
users of contraception when they do become sexually active. 

Far from being concerned about “mixed messages,” parents support comprehen- 
sive sexuality education that includes information about abstinence and about con- 
traception. Studies show that parents want other trained adults to provide accurate 
and forthright information about sex to their children. See Tina Hoff et ah. Sex Edu- 
cation in the Classroom 30-33 (2000). 

Evidence also suggests that the availability of federal abstinence-only dollars is 
steering schools away from teaching comprehensive sexuality education altogether, 
even in their non-restricted (i.e. non-federally funded) programs. There are several 
causes of this phenomenon. First, schools have limited curricular time to devote to 
sexuality instruction. If they are paid by the federal government to devote that in- 
structional time to abstinence, they are unlikely to set aside additional time for com- 
prehensive sex education. Second, because federal abstinence dollars are matching 
dollars, state funds for sex education are being diverted into these programs and 
there is little state funding left for more comprehensive programs. According to one 
study, as of 1999, one-third of the nation’s high schools were promoting abstinence- 
only education, while excluding information about contraception and safer sex. See 
Adam Sonfield and Rachael Benson Gold, States’ Implementation of the Section 510 
Abstinence Education Program, FY 1999, 33(4) Family Planning Perspectives 166 
(2001). Thus, abstinence-only money is reducing the availability of information that 
young people — many of whom are already sexually active — need to protect their 
health and to prevent unintended pregnancies. 

Abstinence-only programs also undermine efforts to stop the spread of HIV and 
other sexually transmitted diseases. These programs often provide inaccurate infor- 
mation about the effectiveness of condoms in preventing the transmission of HIV 
and exaggerate the data on condom failure rates. Such misleading information poses 
grave risks to young people’s health. 

IV. ABSTINENCE-ONLY PROGRAMS CREATE A HOSTILE ENVIRONMENT FOR LESBIAN AND 
GAY TEENS AND POSE PARTICULAR RISKS TO THE HEALTH OF THESE TEENS. 

Abstinence-only programs are particularly harmful to lesbian and gay youth. By 
excluding information about safer sex practices and teaching about sex only in the 
context of marriage, abstinence-only programs stigmatize gay and lesbian teens and 
undermine efforts to educate those teens about HIV and STD prevention. 

Abstinence-only programs also create a hostile environment for lesbian and gay 
youth. These programs rely on fear and shame and address same-sex sexuality only 
as a context for HIV transmission. At least two widely used abstinence-only cur- 
ricula — “Clue 2000” and “Facing Reality” — are overtly hostile to lesbians and gay 
men. Moreover, section 510 requires that all federally funded programs teach that 
“a mutually faithful monogamous relationship in the context of marriage is the ex- 
pected standard of human sexual activity” and that “sexual activity outside the con- 
text of marriage is likely to have harmful psychological and physical effects.” See 
42 U.S.C. § 710. In a society that generally denies gays and lesbians the right to 
marry, these programs thus essentially reject the idea of sexual intimacy for lesbian 
and gay youth and even deny their very humanity. Such clear hostility violates the 
rights of lesbian and gay youth to attend school free of discrimination. 

V. ABSTINENCE-ONLY PROGRAMS DANGEROUSLY ENTANGLE THE GOVERNMENT WITH 

RELIGION. 

Many abstinence-only curricula contain religious prescriptions for proper behavior 
and values, in violation of the First Amendment’s guarantee of the separation of 
church and state. A popular abstinence-only curriculum called “Sex Respect,” for ex- 
ample, was originally designed for parochial school use. While it now uses the term 
“nature” in place of “God,” it still has strong religious undertones and cites religious 
publications as its reference sources. 

Although federal guidelines do not permit abstinence-only grant recipients to con- 
vey religious messages and to impose religious viewpoints on participants, in prac- 
tice, many of these programs do precisely that. In one example, a program that re- 
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ceived federal abstinence-only funds submitted as part of its grant proposal a re- 
quest for $750 to buy Bibles for each participant in the program and to engrave the 
participants’ names on the Bibles. Another program that received federal absti- 
nence-only funds submitted a sample skit as part of its funding request in which 
Jesus was a main character and in which the narrator explained that “Christ can 
forgive any sins in our lives.” This is an inappropriate and unnecessary entangle- 
ment of government with religion. The rigidity of the federal abstinence-only re- 
quirements make it more likely that such entanglement will occur because it skews 
funding toward more ideological perspectives and away from more medical and sci- 
entific perspectives. 


VI. CONCLUSION 

The ACLU urges the Committee to weigh these serious civil liberties concerns 
when considering H.R. 4122. 


American Hospital Association 

April 19, 2002 


Dear Energy and Commerce Committee Member: 

On behalf of the American Hospital Association (AHA) and our nearly 5,000 mem- 
ber hospitals, health systems, and networks of care, I am writing to express support 
for two pressing legislative matters that should be included in your mark up of leg- 
islation reauthorizing the Temporary Assistance to Needy Families (TANF) pro- 
gram: Medicaid and SCHIP eligibility for legal immigrants and a longer extension 
of the Transitional Medical Assistance (TMA) program. 

AHA supports legislation that would allow states to cover legal immigrants under 
Medicaid and SCHIP, such as the Immigrant Children’s Health Improvement Act 
(H.R. 1143). It is important that lawfully present pregnant women and children re- 
ceive health care at the appropriate time, otherwise, they risk developing health 
complications that could have been prevented. Hospital emergency room services 
should not be the sole source of health care for poor immigrants. From an economic 
and health perspective, the benefits of investing in preventive services for these law- 
fully present persons are well established. 

AHA also supports a full extension of Medicaid services for families making their 
way from welfare to work. There already is wide bipartisan agreement that contin- 
ued access to health care is a key factor in helping families stay in the workforce. 
TMA should be extended permanently or for the full period of this reauthorization 
bill and measures to simplify enrollment and retention of such families should be 
included. 

Thank you for your consideration of these important matters. 

Sincerely, 


Rick Pollack 
Executive Vice President 


Prepared Statement of John R. Diggs, Jr. 

Ladies and gentlemen of the Committee: With great pleasure we advocate for the 
reauthorization of Title V for a full five-year period. 

I am a board certified Internal Medicine specialist well versed in the literature 
and clinical aspects of sexually transmitted diseases and unmarried teenage preg- 
nancy. 

We have learned that the ability to freely choose is a characteristic that Ameri- 
cans highly value. Until the advent of Title V through the Welfare Reform Act of 
1996, Americans had very little choice in the method in which their children were 
instructed in schools on the issue of sex education. 

Finally, the paradigm shifted from sexual know-how to the new emphasis on char- 
acter development and the renewal of the emphasis on marriage. Finally it was rec- 
ognized that Title X, devoted to family planning, was unable to bring about a reduc- 
tion in unmarried teenage pregnancy or STD rates. 

While there was never a provision for actually testing the effectiveness of Title 
X, its budget continued to grow without significant oversight or evidence of efficacy. 
Not only that but it turns out that most of the indicators of sexual chaos worsened 
during the unopposed reign of the “comprehensive sex education” school of thought 
and teaching. 
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The most reliable STD statistic is that from NHANES regarding the frequency of 
genital herpes. The findings are remarkable. The series of studies show that the 
herpes rate climbed at the same time that condom promotion was at full tilt. The 
sexual revolution had already been established. AIDS had transformed from a 
phrase meaning “help” to a deadly, big disease with a little name. During the ten- 
year period between 1980 and 1990, herpes positivity rose by a third. The most re- 
cent NHANES study says that fully 20 percent of Americans over the age of 12 are 
permanently infected with Herpes 2, the causative agent of genital herpes. 

Clearly something comprehensive sex education and condom utilization failed to 
slow the epidemic — au contraire, herpes rates increased. 

True understanding of the problem was achieved with the release of a document 
from the National Institutes of Health entitled “Scientific Evidence of Condom Effec- 
tiveness in Preventing Transmission of Sexually transmitted Diseases. The conclu- 
sions of the panel after extensive literature review were that scientific proof of 
condom effectiveness in preventing herpes transmission was lacking. However, this 
ten-month year old report has not had the expected effect of correcting the erro- 
neous information about so-called ‘safe sex’ that has dominated the educational plat- 
form of the last twenty years. The call for consistent condom use rings out in quar- 
ters from Planned Parenthood to a variety of other organizations interested in 
condom promotion. Unfortunately, it is still considered optional to tell the public the 
simple truth. Despite the dramatic increase in condom usage, the herpes epidemic 
continues unabated due to the startlingly obvious factor that condoms don’t stop 
herpes transmission. 

The case of herpes and lack of condom effectiveness is only one example of the 
legerdemain that dominates the philosophy of “comprehensive sex education.” Even 
the name itself is a misnomer. The most comprehensive aspect of the education is 
the complete denial that the cornerstone of the approach — condoms — has been found 
to be inefficacious, not by abstinence-until-marriage ideologues seeking supporting 
data from obscure journals, but by distinguished panel of experts who reviewed copi- 
ous data to reach their conclusions. 

Of eight diseases, the panel could only find scientific evidence of condom effective- 
ness for one and a half. These results should compel wholesale changes in any pro- 
gram that touts itself as comprehensive. Parents, teachers and doctors should be 
scrambling to apologize to the offspring, students and patients for relying on out- 
dated misinformation. This misinformation leads adolescents across the country to 
into a false sense of security not seen since the embarking of the Titanic. For dec- 
ades, youth have been told to protect themselves with condoms. It turns out that 
such protection is no more effective than a newspaper protecting a fancy hairdo in 
a monsoon. 

For an educational philosophy that calls itself “comprehensive” to leave out this 
key piece of information is so ironic that one would think it intentionally sarcastic. 

Another example is a series of programs that the Centers for Disease Control and 
Prevention have labeled “Programs That Work.” If there ever was a misnomer, this 
is it. If a program can be firmly classified as working by a scientific organization, 
then it should decrease teen pregnancy and STD rates significantly and repeatedly. 
However, that is not the criteria by which these programs were christened. Instead, 
all they showed was an increase in condom usage and a delay in first sexual experi- 
ence measured in mere weeks. Having established that condoms have severely lim- 
ited proof effectiveness, programs that increase condom use actually increase the 
utilization of a defective methodology. More of something that doesn’t work is more 
failure. The programs should be properly titled, “Programs that wished they 
worked.” Multiply numbers less than one leads to smaller and smaller numbers, not 
better outcomes. 

The CDC admits that 65 million Americans have an incurable sexually trans- 
mitted disease. This information, combined with the NIH findings on scientific evi- 
dence of condom effectiveness, is an irrefutable indictment of the comprehensive sex 
methodology. It has not worked and it cannot work. Furthermore, there is no theo- 
retical foundation to expect success of the condom-based protection in the future. 

The result has been that we daily expose our youth to incurable disease. Most no- 
table among these is human papilloma virus, HPV. The American Cancer society 
agrees that HPV is the causative agent of cervical cancer, a malady that kills more 
women in the USA than AIDS. 

The good news is that Health and Human Services, under the guidance of the 
Welfare Reform Act, invested in a new approach that has several important charac- 
teristics that distinguish it from the failed and simplistic “Just Say Condom” cam- 
paigns of the last two decades. Not only are the characteristics distinct but also the 
tone is distinct. 
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Abstinence-until-marriage education is directive. It does not abandon teens to a 
panoply of complex choices where the most troublesome choices are also the most 
attractive. It does what any good teaching does — spotlights the best choice and pre- 
sents it as the expected selection. Students respond to high expectations better than 
low common denominators. 

Abstinence-until-marriage education is modest. It does not violate the natural 
modesty of children by having an authority figure direct them to mimic handling 
mockups of male organs to demonstrate efficiency in handling prophylactics. There 
are two major problems. First, efficient handling of an inefficient product results in 
more STD exposure, not less. Second, it is degrading, especially for girls to publicly, 
in the name of academic education, practice private adult behavior. Condom games 
in the classroom game trivialize the marital act. While such trivialization is the sta- 
ple of pornographers and other media exploiters, it degrades the classroom. The 
classroom should train our youth to compete academically in a hostile world. What 
can be more embarrassing than to discover that American kids can handle condoms 
but not the Pythagorean theorem? Such misplaced priorities are a recipe for disaster 
in terms of national security, national economic status, the ongoing development of 
superior educational systems and students. The most tragic victim is the national 
moral standard. 

Alex de Tocqueville said two centuries ago that, “America is great because Amer- 
ica is good.” He did not say, “America is great because their young ’uns can whip 
on condoms like no one in Europe!” 

Abstinence-until-marriage builds character and self-control. Unlike slapping on a 
condom, self-control must be cultivated over time. It is not a momentary act to mas- 
ter. When properly developed, it will help teens become adults that are effective, re- 
sistant to corruption, long-range planners, and considerate of others. On the other 
hand, condom-focused mentality thinks only of pleasing self. It demands immediate 
and compulsive satisfaction. Just as self-control bleeds into areas of life other than 
the sexual, likewise does the practice of immediate gratification. 

If society seeks an answer to the upward spiral of sexual assault of children and 
by children, look no further than the mantra of low expectations pedaled to youth, 
“Kids are going to have sex anyway.” If that notion, confirmed by adults, is accepted 
by the teens, having sex “anyway” can include even if the other person says “no.” 

The character building associated with abstinence-until-marriage will benefit 
other areas of life. Several high-profile financial scandals, cheating at prestigious 
universities and public officials lying under oath point to the need to reinstate good 
character as a virtue rather than a stigma. 

Slowly but surely, it is becoming common knowledge that it is true: Abstinence- 
until-marriage and faithfulness within marriage are the only 100 percent effective 
ways to avoid unmarried parenthood and STDs. Begrudgingly, even abstinence op- 
ponents admit this. They were, of course, encouraged to do so because there was 
a money stream attached to accepting such statements. Indeed, a number of parties 
affiliated with Planned Parenthood applied for Title V grants despite publicly deni- 
grating the concepts. 

Their reluctantly offered endorsement is accepted. 

But there is something more important that comes with the Title V authorization. 
It is something that is usually prized by the most vocal opponents to Title V. That 
is “choice.” 

Parents should have a choice of how to educate their children. Ideally, education 
on these issues should be issues for home and not for school. There has not been 
much choice in the last two decades. Coarse and graphic treatment of sex has been 
imposed by those who felt that the crisis was so urgent that we should bypass the 
usual precautions. Those precautions protect minors from sexual and age-inappro- 
priate images, inappropriate classroom discussion, and degrading and embarrassing 
classroom demonstrations. 

This was done in the name of eliminating a crisis but appears, instead, to have 
perpetuated a crisis. 

Much was made of a decision by the American Medical Association to endorse 
condom distribution in schools instead of abstinence. The AMA, in that same state- 
ment admitted that the decision was not based on the weight of the evidence. They 
wrote, “condom distribution shows promise.” About abstinence they wrote, “needs 
more study.” Each of these phrases mean the same thing — data is lacking to come 
to a scientific conclusion. Rather than plainly stating that, a small body of a few 
more than a dozen persons leveraged the entire organization of 350,000 physicians 
to supposedly support this position. I applaud the honesty of the drafters in not 
overstating their findings. Indeed, data does not exist to make a scientific conclu- 
sion. Therefore, the AMA was reduced to endorsing a position despite a lack data 
to do so. 
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An intelligent reading of the AMA’s resolution reveals that we still have “choice.” 
Yes, parents and educators can legitimately challenge and even reject the failed 
comprehensive sex paradigm. 

Indeed, they have done so in droves. Hundreds of people and organizations have 
applied for funding provided by Title V. The government seed money has served to 
bring hope, modesty and respect to a position that ALL parties admit is the only 
one with 100 percent success in stopping the STD epidemic and unmarried teenage 
pregnancy. It only fails when people choose not to use it. 

Title V funding has brought about the development of new curricula and pro- 
grams that bring hope, smiles, dignity and future orientation to a generation that 
has been hijacked into the existential wasteland of immediate gratification. The new 
programs serve to offer all teens a better way, a path with clear direction, solid 
principles and respect for the dignity of the individual. Most of all, important truths 
are revealed, finally magnifying the fine print of on condom efficiency. The fine print 
reads “All you have heard about condoms as protection has been greatly exagger- 
ated. More condom usage has only resulted in more STD transmission.” 

The reauthorization should be for the full five years. I have studied the question- 
naire that is expected to offer “the final word” on abstinence-until-marriage. The 
questionnaire could not possibly answer the question, “Does abstinence-until-mar- 
riage work?” It reads more like a sex survey. The most astute parents will not per- 
mit their children to answer such invasive questions. The programs that understand 
the importance that modesty plays in a person maintaining integrity will also reject 
invasive questions. Therefore, the only persons who will consent are those who have 
an impaired sense of modesty. This produces selection bias that decreases the valid- 
ity of such a questionnaire. 

The other major problems with this questionnaire are beyond the scope of this tes- 
timony but can be obtained by writing the Committee for Sound Evaluation at PO 
Box 45, South Hadley, MA 01075. 

With this tightly woven logical compendium of facts, it is a basic call to “choice” 
to allow parents and programs to continue the maturing of abstinence-until-mar- 
riage as the alternative to disastrous legacy of “comprehensive sex education” and 
its misnamed clone, “Abstinence Plus.” 

I offer this testimony with honesty and simplicity, as a physician that diagnoses 
and treats people who have grown up knowing nothing but “safe sex.” If it were 
truly safe, I would not have to treat them. 

please permit American families to continue to have a choice in this matter. If 
they don’t want it, they can reject it at the state level by not matching the federal 
funds. Thus far, 49 of 50 states have seen fit to match the federal funds. That 
speaks volumes. 

Authorize Title V Abstinence-until-marriage for another five years. Choice is not 
dependent upon the results of a seriously flawed evaluation. 


Prepared Statement of Alma L. Golden, Medical Director and Carol J. 

Rand, SAGE Advice Council, Inc. 

The casualties of war are many and are strewn all around us. They are not the 
wounded, maimed and dead of terrorist attacks. They are the cancer-stricken, infer- 
tile and mortally wounded of sexually transmitted diseases. Most of their wounds 
were initially inflicted during adolescence. Deceived into believing that they were 
fully armed and protected, these youth launched into the fray of the ongoing sexual 
revolution. However, as P. J. O’Roarke has said, “The germs won.’” 

Each year, three million of the STDs contracted occur among adolescents. Con- 
sequences of these infections range from quickly curable to lethal. Bacterial infec- 
tions such as chlamydia and gonorrhea can be cured but, if left untreated in the 
female adolescent, they lead to pelvic inflammatory disease which scars reproductive 
organs and greatly increases the probability of infertility. Viral infections such as 
herpes simplex, human papilloma virus (HPV), and HIV have lifelong and poten- 
tially fatal consequences. Eruptions of herpes simplex can be randomly reactivated 
throughout life, causing not only pain and discomfort to the individual but also the 
possibility of transmission to the sexual partner. HPV infects about 30% of the sexu- 
ally active teens, though rates between 46% and 51% have been found among female 
army recruits. Since HPV is associated with 93% or more of the cases of cervical 
cancer, and approximately 10% of those infected will progress to dysplasia, health 
ramifications for the next generation are enormous. Finally, though HIV is the least 
infectious of these STDs, its transmissibility is increased two to five times by the 
presence of other STDs. Currently, in developed countries, HIV has almost reached 
a “chronic illness” status. However, when treatment fails, it is fatal. 
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Additional casualties of this war come from unintended pregnancies. Lives of ado- 
lescents and their offspring are forever changed. Young women who choose to termi- 
nate these pregnancies often struggle emotionally with the results of that choice for 
the rest of their lives. Young women who carry these pregnancies full term encoun- 
ter a host of difficulties — many ensuing from aborted schooling. (Only 64% of teen 
mothers complete high school or get a GED as compared to 94% of their female 
peers who did not give birth.) Lower maternal educational level segues into 80% of 
teen mothers eventually going onto welfare. Subsequently, the single teen mother’s 
incomplete education and limited job opportunities make her children ten times 
more likely to be poor than those of a married high school graduate who was at 
least 20 years old at the birth of her first child. 

Surrounded by these walking wounded from the most recent campaigns of the 
sexual revolution, the commanding officers must analyze the current strategy, 
evaluate its effectiveness and plan a new assault. For the past thirty years, the 
strategy has been to advocate condom and contraceptive use as the best protection 
for naturally risk-taking teens. 

Just how well has this plan worked? Have millions of American adolescents 
marched into the heat of battle (pun intended), believing themselves to be more 
than adequately defended, only to find themselves shot down by “friendly fire”? 
Young people across the nation are taught that proper use of condoms will protect 
them against pregnancies and all STDs. The truth is not so benevolent. 

In fact, condoms, even when correctly and consistently used, have a 14% failure 
rate against pregnancies. When the joint report from NIAID and NIH was released 
in July 2001, the results of a review of 138 studies were not reassuring. No conclu- 
sive evidence could be found for condom effectiveness against any STDs except for 
up to 85% protection against HIV and for female to male transmission of gonorrhea. 
Additionally, in January, 1998, this statement appeared in Family Planning Per- 
spectives, “After years of increased condom usage, reports show that STD rates are 
higher than ever.” 

Even if condoms had been documented to be completely protective, as many teen- 
agers believe, the reality of adolescent condom use was revealed by the American 
Academy of Pediatrics Committee on Adolescence in June 2001: “Only 45% of ado- 
lescent males report condom use for every act of intercourse,” and “condom use actu- 
ally decreases with age when comparing males age 15-17 with males 18-19.” Not 
only are these young warriors equipped with defective defense weapons, but they 
don’t even use them. (That could be related to the sixteen steps of correct condom 
use which pediatricians are encouraged to review with their adolescent patients.) 

If the previous defense weaponry hasn’t worked, what can? Recent legislation, the 
Welfare Reform Act of 1996, has funded abstinence-only education for adolescents. 
Though these are relatively recent programs, ten scientific evaluations have been 
done. All conclude that statistically significant decreases in rates of sexual activity 
and of teen pregnancy occurred in the communities where these programs were im- 
plemented. 

Rather than emphasizing the mechanics of sexual intercourse and of proper 
condom use, these programs stress the importance of strong character and family 
communication. Through the successful curricula, young people are taught to value 
fidelity and to resist negative peer pressure. Parents are the essential support per- 
sonnel which this education brings into the war. Their powerful influence in guiding 
adolescents toward the healthiest choice (abstinence until marriage) is deliberately 
sought, rather than excluded. Once adolescents have the necessary skills in building 
loving, enduring relationships and have the support of their families, they can suc- 
cessfully avoid risk behaviors, such as sexual activity, which can sabotage their mis- 
sion to become confident, capable and committed adults. 

The growing field of abstinence education affords great promise for America’s 
young people — a future of optimal physical health (free of pregnancies and STDs), 
of optimal emotional health (free of guilt and regret) and of optimal spiritual health 
(full of a strong character and positive choices). Continued expansion of abstinence- 
until-marriage programs will also provide sufficient evaluation data to document its 
effectiveness in protecting adolescents. 

There is no need to send more ill-equipped American teenagers into the fierce bat- 
tles of the sexual revolution. It is time for the commanding officers to assume proper 
responsibility, choose the most effective strategy and lead their troops to the health- 
iest possible future. 
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May 1, 2002 

Committee on Energy and Commerce 
Subcommittee on Health 
2125 Rayburn House Office Building 
Washington, DC 20515-6115 

Dear Mr. Chairman: On behalf of The Alan Guttmacher Institute (AGI), a not- 
for-profit corporation specializing in research, policy analysis, and public education 
on issues related to sexual and reproductive health, I appreciate the opportunity to 
submit written testimony for the official record of the hearing held on April 23, 
2002, before the Subcommittee on Health of the Energy and Commerce Committee, 
entitled “Welfare Reform: A Review of Abstinence Education and Transitional Med- 
ical Assistance.” 

In recent years, AGI has conducted extensive research on matters that have a di- 
rect bearing on current policy discussions around abstinence promotion and sexu- 
ality education. This research includes nationally representative surveys of local 
public school district superintendents as well as public school teachers in grades 5- 
6 and 7-12; an analysis of the factors responsible for recent declines in teenage preg- 
nancy; and a cross-country comparison of teenage sexual and reproductive behavior. 
Much of this research appeared in the peer reviewed journal. Family Planning Per- 
spectives, between 1999 and 2001. 

More recently, AGI summarized many of the Institute’s research findings along 
with key research findings of other experts in the field in three articles published 
in The Guttmacher Report on Public Policy. These articles, which are attached for 
inclusion in the record, include: “Sex Education: Politicians, Parents, Teachers and 
Teens” (February 2001); “Teen Pregnancy: Trends and Lessons Learned,” (February 
2002); and “Abstinence Promotion and Teen Family Planning: The Misguided Drive 
for Equal Funding” (February 2002). Several of the research findings summarized 
in these articles include: 

• Abstinence education is already widely taught in schools across the nation: Fully 
half (51%) of school districts with a policy to teach sexuality education require 
that abstinence be promoted to students as the preferred option but also permit 
discussion of contraception; another third (35%) require that abstinence be taught 
as the only option for unmarried people, while either prohibiting the discussion 
of contraception altogether or limiting discussion to contraceptive failure rates. 
Only 14% teach about both abstinence and contraception as part of a broader pro- 
gram designed to prepare adolescents to become sexually healthy adults. 

• Teachers are increasingly providing abstinence-only education in the classroom, 
but many believe they are not meeting their students’ need for information. The 
proportion of public school teachers who report that they teach abstinence as the 
only way of preventing pregnancies and sexually transmitted diseases rose dra- 
matically between 1988 and 1999 — from 2% to 23%. Despite the fact that more 
than nine in 10 teachers believe that students should be taught about contracep- 
tion, one in four say they are instructed not to teach the subject. One in four 
teachers also say that they believe they are not meeting their students’ need for 
information. 

• The vast majority of American parents favor broader sex education programs over 
those that teach abstinence exclusively. Almost two-thirds of parents (65%) believe 
that sex education should encourage young people to delay sexual activity and 
also prepare them to use birth control when they do become sexually active. More- 
over, among the one-third who say that adolescents should be told “only to have 
sex when they are married,” an overwhelming majority also say that schools 
should teach adolescents how to use condoms and where to get and how to use 
other birth control methods. 

• Research shows that more comprehensive sexuality education can be effective in re- 
ducing teenage pregnancy and promoting healthy behaviors. Meta-evaluations of 
teenage pregnancy prevention programs, including those that teach sexuality edu- 
cation, indicate that programs that discuss both abstinence and contraception can 
help young people to postpone sexual intercourse, and to reduce the frequency of 
sex and increase contraceptive use among sexually active teens. In contrast, these 
meta-evaluations conclude that there is no reliable evidence to date supporting 
the effectiveness of abstinence-only education. 

• New research is also beginning to show that abstinence-only education and strate- 
gies may have harmful health consequences for teens by deterring contraceptive use 
among those who are sexually active. The one national study available shows that 
programs that encourage students to take a virginity pledge promising to abstain 
from sex until marriage helped delay the initiation of intercourse in some teens, 
but teens who broke their pledge were one-third less likely than non-pledgers to 
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use contraceptives once they became sexually active. Similarly, sexually active 
teens who received abstinence-only messages were found to be less likely to use 
condoms than those who received safer-sex information designed to reduce the 
risk for HIV infection. 

• Recent declines in teen pregnancy can be attributed to both abstinence and contra- 
ception — but in different proportions. Approximately one-quarter of the decline in 
teenage pregnancy in this country between 1988 and 1995 was due to increased 
abstinence, while approximately three-quarters of the drop resulted from im- 
proved contraceptive use among sexually active teens. (AGI’s methodology follows 
the consensus of a group that was convened by the National Institute of Child 
Health and Human Development to examine measurement issues regarding teen 
sexual activity and contraceptive use, which included researchers from AGI, the 
National Center for Health Statistics, The Urban Institute, Child Trends and the 
National Campaign to Prevent Teenage Pregnancy.) 

• Clearer messages about the importance of contraceptive use in other Western indus- 
trialized nations contribute to their lower rates of teenage pregnancy. Teenagers in 
the United States continue to experience substantially higher pregnancy rates and 
birthrates than do teens in other Western industrialized countries. This is not be- 
cause they have higher rates of sexual activity but because they are less likely 
to use any contraceptive method and especially less likely to use high effective 
hormonal methods. Moreover, sexuality education and other communication ef- 
forts in these other countries clearly and unambiguously stress the importance of 
contraceptive use for sexually active people who are not actively seeking preg- 
nancy and that childbearing belongs in adulthood. 

Based on this information, AGI strongly believes that the restrictive definition of 
abstinence education contained in PRWORA and reauthorized by H.R. 4122 — which 
requires the exclusive promotion of abstinence and which prohibits any discussion 
of the value of contraception — ignores what is largely responsible for recent declines 
in teenage pregnancy, is out of step with the desires of teachers and parents, pre- 
vents states from using federal dollars to implement sexuality education programs 
that have been proven to be effective, and may in fact place young people at risk 
by denying them the information they need to protect themselves against unin- 
tended pregnancy and sexually transmitted diseases. We therefore urge you instead 
to consider funding proven programs that encourage young people to delay sexual 
activity while teaching them about the importance and value of contraceptive use 
for people who are sexually active. 

We hope that this research and analysis will prove useful as the House of Rep- 
resentatives considers the reauthorization of section 510. Thank you for the oppor- 
tunity to present this information and to express our views. 

Sincerely, 


Cory L. Richards 

Senior Vice President, Vice President for Public Policy 
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Avoiding The PenalTier 

Understanding Sexually Transmitted Diseases 



Sexually transmitted diseases STDs) are primarily 
bacterial or viral infettions whidr are contracted 
througfi sexual activity Baaerial and other non-vira! 
STDS can be cured wiUi medication. Viral STDs can 
be medically treated, but they cannot be cured. 

STDs are not only contracted through sexual 
anteroourse. Any khd of sexual aSvity can 
spread STDs from one person to another. 

The US. has the highest STD rates of any country 
in the industrialized world.’ 


1. HOW many people do you ttiink get an STD each day in Americaf 

a 4 Q 42 □ 420 □ 43) □ 42,000 

2 . Look at the table entitled "Primary sexually Transmitted Diseases!' 

• Which of these 8 diseases do you think is the most common STD in America? 

• Whkh of these STDs do you think is the least common? 

3. Up until the mid 1970'S, there were only two primary stos: syphilis and gonorrhea, ibday there are 
over 25 significant STDs with many different strains.^ What do you suppose accounts for this steep 
Increase in the number and extent of STDs in America? 


4. Left untreated, STDs can have serious long-term health consequences especially for women. 
Chlamydia and gonorrhea can lead to pelvic inflammatory disease which can cause infertility' 

Human papillomavirus is the cause of nearly all cervical cancer in women.^ The risk for these diseases 
and Bier consequences is especially h®i for teens." 

• what is infertility? fir necessary use a dictionary) L„___ 

• What Is carreer? or necessary use a tiictiorwy) ™_-. 


How could consequences such as these affea a persons future and why is this important 
to think about? 
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Is It Really Safe? 


2 . 


It is often claimed that condoms provide "protection" from pregnancy and STDs. 
• Do you think that condoms provide complete "proteaion" 


from pregnancy and STDs? 

□ "yfes 

□ No 

□ Not Sure 

If a condom is used is it still possible to become 




(or to get someone) pregnant? 

□ VfeS 

□ No 

□ Not Sure 

Is It still possible to contraa an STD includirg HIV? 

□ '(feS 

□ No 

□ Not Sure 


Warning Label On 
Condom Package: " 



Examine the "Warning Label On Condom Package" inset 

• Is the word “proteaion" used on this label? □ Yes □ No 

• is the word “risk" used on this label? □ Yes □ No 

• Bottom line: Notice that the condom company does not claim to provide complete "proteaion" 
against either pregnancy or STDs. There is still a "risk" with condoms. 




• Condoms are not effective in preventing the spread of HPV, which 
is the most common STD and has no cure.® 

• Some of the most common STIte are contracted from skin to skin 
contact on areas not covered hy a condom, 

• Although condom usage has increased significantly over the pa^ 
20 years, so has the spread of STDs.^ 

• While condom usage has increased most among teens, the spread 
of STDs has also increased mc^ among teens.’’ 
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What Do You Think? 

1. Look back at the four panels in "Think Ahead" on page 26 and consider the following: 

• Do condoms provide protertion from any of the emotional consequences listed? □ Yes □ No 

• Do condoms provide protection from any of the mental consequences listed? □ Yes □ No 

• Do condoms provide protection from any of the social consequences listed? □ Yes □ No 

2. Now look at the "physical" panel on page 26, and compare abstinence with condom usage; 

Condoms: I Abstinence; 


• Is there any risk of STDs? 

□ Vfes 

□ No 

□ Yes 

□ NO 

• Is there any risk for infertility from STDs? 

□ 'fes 

□ NO 

□ Yes 

□ No 

• Is there any risk for sexual transmission of HIV/AIDS? 

□ Yes 

□ No 

□ Yes 

□ NO 


3. If you don't want STDs or any of the other consequences you've listed to happen to you, 
what would you say is the best way to protea yourself? 
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ITON-VIRAI. STDs 


Diese Can Be Cured if Propra^ly BiagncKed j 


Chlamydia; chlamydia is one of the most corrmon sexually transmitted diseases in the United States 
today with approximately 3-4 million new cases of infeaion per year The highest rates of infeaion are 
in teenagers 15 to 19 years old. Because chlamydia usually has no symptoms, it is likely to go untreated. 
Left untreated in women, chlamydia nnay cause serious complications including pelvic inflammatory 
disease in approximately one-third of the cases, which can cause infertility A pregnant woman may 
pass the infeaion to her newborn during delivery resuiting in complications for the newborn.* 


Gonorrhea; Gonorrhea often has no symptoms, 
if symptoms of gonorrhea develop, they usually 
appear within 10 days after sexual contaa with 
an infeaed person, although in some cases 
symptoms may develop after several months. 
Men, who are more likely to have symptoms than 
women, usually have a thick white discharge and 
burning sensation durir® urination and/or painful 
bowel movements.* 


rt c««m. W ' ' ' ' ^ .arn»3 

widetptead fra" . -gjiiowHpr. 


Syphilis; The initial infeaion causes a painless open sore at the site of infeaion and then travels 
throughout the body causing damage to many different organs over time. The early symptoms of 
syphilis can be very mild, and many people do not seek treatment when they first become intoed. 
A pregnant woman with syphilis can pass the disease to her unborn child, who may be bom with 
serious mental and physical problems as a result of this intoion. Syphilis Is highly contagious and 
can be contraaed ty any type of sexual contaa with an infected person. Although all STDs increase 
the risk of HIV/AIDS infeaion, this is especially true of syphilis due to the highly contagious open 
sores. Left untreated, syphilis can cause fatal damage to the heart and nervous system.* 


Trichomoniasis; Ttichomoniasis, or irich, is a very common sexually transmitted disease with approximately 
3-5 million cases per year in the United states. Trichomoniasis is primarily an intoion of the urinary traa 
and can cause painful urination. Like many other STDs, trichomoniasis may have no symptoms, especially in 
men. Trichomoniasis is also associated with increased risk of transmission of HIV and may cause a woman to 
deliver a low-birth-weight or premature infant.* 

Pelvic Inflammatory Disease; PID is a syndrome or complication of untreated chlamydia or gonorrhea. Each year 
over 1 million women in the United States develop PID, a serious intoion of the reproduttive organs. PID can 
result in scarring of the fallopian tubes which can block the tubes and prevent fertilization from taking place. 

In some cases, a fertilized egg may become trapped in the fallopian tube causing an eaopic or tubai pregnancy. 
Although PID is caused by curable baaerial STDs, it car result in permanent damage to the reproductive system 
if untreated. An estimated 100,000 - 200,000 women each year become infertile as a result of PID.* 
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Genital Herpes (HSV2): Genital herpes affects an estimated 45-60 million Americans. The major 
symptoms of herpes infection are painful blisters or open sores in the genital area. The herpes sores 
may disappear within two to three weeks, but the virus remains in the body for life, and the sores 
may recur from time to time. Medications help control the symptoms but do not remove the virus 
from the body. Pregnant women with herpes can transmit the virus to their babies. Untreated HSV 
infection in newborns can result in severe birth defects. There is no cure for herpes.* 


Human Papillomavirus (HFV): Human papillomavirus (HPV) is the fastest 
spreading sexually transmitted disease in America today. Approximately 
24 million Americans are reportedly infected with a sexually transmitted strain 
of the virus, and the number continues to grow at a rapid pace of approximately 
5.5 million cases per year. Like many STDs, HPV may have no symptoms or lie 
dormant in the infeaed person for a number of years. HPV may cause genital 
warts and/or cervical cancer, although these complications may develop a 
number of years after the initial infection.‘'Ihere is no cure for HPV. 


• Genital Warts: Genital warts appear in and around the 
genital area and are very contagious. Warts can be itchy and 
uncomfortable and may need to be removed by laser surgery. 


• Cervical Cancen Cervical cancer only affects women. 

The cervix is at the bottom of the uterus and is susceptible 
to some strains of HPV infeaion which cause cancer 
Cancer may be detected and treated, however recent 
statistics indicate that more women die each year 
from HPV cervical cancer than from AIDS.’* 


Hepatitis B/C (HBV/HCV); Hepatitis has three primary 
strains: AB.c Strains B and C can be transmitted through 
sexual contact. Hepatitis is a virus which targets the liver 
causing cirrhosis and liver cancer. Approximately 77,000 
cases of sexually transmitted hepatitis B infertion occur 
each year in America. There are approximately 750,000 
people living with sexually acquired hepatitis B infeaion. 
There is no cure for hepatitis B/C.‘ 
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Human Immunodeficiency Virus (HIV) is an incurable retrovirus that attacks the body's T-4 cells. 

T-4 cells (white blood cells) are central to the body’s immune system, which is necessary for the body to 
fend off various diseases. A healthy body has a T-4 cell count of about 1,200. When HIV reduces the number 
of T-4 cells to less than 200, the immune system is severely weakened making the body susceptible to a 
number of diseases. When this occurs, the person is said to have Acquired immune Deficiency Syndrome 
(AIDS). There is no cure for HIV' 

Acquired Immune Deficiency Syndrome (AIDS) is a condition in which the body’s immune system is 
deficient and therefore is no longer able to defend the body against foreign barteria, virus, and cancers 
which overcome the body This weakened immune system is susceptible to opportunistic diseases 
(diseases which a healthy body is able to overcome) and eventually results in death. There is no cure for aids.' 

HIV/AIDS is acquired by 

• Sexual contact with an infected partner. 

• Blood through a dirty needle used for drugs, or a tainted blood transfusion. 

• From an infeaed mother during pregnancy or through breastfeeding. 

People who have an STD are 2-5 times more likely to contraa HIV*-* HiV/AlDS is almost entirely avoidable* 
by pratticing sexual abstinence until marriage, marrying an uninfeaed partner and not usir^ drugs. 

’ It is possible, thoi^ unidceix to aojuire HIV/AIDS throng a tainted blood transfusion or accidental 
concaa wioi the blood of an infeaed person, sudi as a nurse getting a Twedle stidt: For most 
people, these are very remote possibilities, 'ibu cannot get AIDS from donating blood. 

, who have HIV don't lmo« iV 

’ ' =4viai>e relationship where a raan 

The only safe sex is m ^ ^fnl to each other for life. 

Approximately how many people in America do you suppose have 
a viral Incurable STD? 

□ 70,000 0 700,000 0 7,000,000 0 70,000,000 

How many people live in America? 

□ 280.000 0 2,800,000 0 28,000.000 0 280,000.000 

Doing the math: 
n^acher wm gtstrua) 
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Figuring It Out 

1. Do you think It would be a good idea to have sex widi sorreone who has an STDI 


2. Do you think it would be a good idea to have sex with someone who has an STD if a condom is used? 
Why or why not? 


3. How would you know If the person has an STD? 


STDs are often asymptomatic, meansig they have no visible symptoms. 
Why mi^it this be a problem? 


4. What am some ways that gettii^ an STD could effect your future? 


5. In whkdi of die following categories could STDs effea your future? Check ail that apply 
Q Emotional □ Mental □ Social Q Physical 



’ Most sexually active teens (W) have never been tesi»d for STDs.^ 

• In a survey of raen vfho knev they had SHis, approKusately > out of 4 admitted 
that they have sex without telling the other person about their 

• Any type of ^xual activity can and does spread STDs. The only V'fay te be sure 
of avoldb^ sexually transmitted disease is by avoiding all forms cd* ^xual 
activity before marriage, marrying an uninfecW person and being faithful 
to your spou^ 


'"yUm tm ^}^ t€a««a1ef went in far tertfn^ <rf WV, I Aln‘i ^ I biew I w 4i»ea« free. The lie cVioreii if the bsft r¥e kan 
cfttMlKd 31*4 ki f*! Mt afraM tfl ftand alene ot ^ if«» if I have ta Tv? few alt the anrf fa i»t geifig te iaek ikum!' 
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Janw'j Jeoet 



"I am engaged to be married next year, and 1 have been diagnosed with 
genital herpes, l haven't told my fiance about the herpes and I'm not planning 
on doing so. My best friend knows about it, and she says that I should tell him. 
But she doesn't understand how hard it is. I'm afraid to tell him - 1 can't tell himr 

(A true story) 


Group Discussion; 

What is Sandy's dilemma? Why is she afraid? What do you think will 
happen if she tells her fiance about her case of herpes? What do you 
think will happen if she doesn't tell him? Will he ever find out? Why? 
How would Sandy's life be different if she had chosen abstinence 
until marriage? would she be afraid? What lessons are there for you 
in this story? 




Most people who haire genital herpes don't know it.'® 


Ihirjldiig .It' Over... ' ' h 

Although' some STBs are curable, all can have serious physical effects. .■ 
..The best tray to avoid the physical and emotional pain that often, comes 
with STDs is "to choose abstinence until marriage 'to an uninfected 
partner. 
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THE SECRETARY OF HEALTH AND HUMAN SERVICES 
WASHINGTON. D.C. J0201 


APR 2 3 2002 


The Honorable W.J. “Billy” Tauzin 
Chairman, Committee on Energy and Commerce 
U,S. House of Representatives 
Washington, D.C. 20515 

Dear Mr. Chairman: 

This is in response to your request for the views of the Department of Health and Human 
Services on H.R. 4122. Our comments address the bill as introduced. 

Section 1 of H.R. 4122 will amend section 510 of the Social Security Act to extend abstinence 
education funding under the Maternal and Child Health Program through FY 2007. The 
Administration strongly supports a five-year reauthorizalion of this program of matching grants 
to States for abstinence education. Projects funded under this program promote the health and 
well-being of adolescents by providing them with the critical information that abstinence from 
sexual activity is the only 100 percent effective way to prevent pregnancy and sexually 
transmitted diseases. 

Section 2 of H.R. 4122 will extend fora year, tlirough FY 2003, the extension of Medicaid 
eligibility for families in transition from welfare to work. This coverage helps to ensure that 
work rewards families by preventing them from losing their health coverage when they start jobs. 
The Administration supports helping families through Transitional Medicaid Assistance, and 
included the same proposal in the President’s FY 2003 budget. 

The Office of Management and Budget has advised that there is no objection to the presentation 
of this report on H.R. 4122 to the Congress, and its enactment would be in accord with the 
President’s program. 


Sincerely, 
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The Honorable Michael Biliiakis 
Chair, Health Subcommittee 
House Energy and Commerce Committee 
U-S. House of Representatives 
Washington, DC 205 15 


Dear Chainnaq Bilirakis: 

The Center for Law and Social Poliqr (CLASP) appreciates the opportunity to 
submit this statement for the record of the public hearing “Welfere Reform: A Review of 
Abstinence Education and Transitional Medical Assistance” held on Tuesday, April 23, 
2001. CLASP, a national non-profit organization founded in 1968, conducts research, 
legal and policy analysis, technical assistance, and advocacy on issues related to 
economic security for low-income families with children. CLASP is engaged in TANF 
reauthorization and this includes the fitil range of issues related to reauthorization and 
teen pregnancy/reproductive health. In this area we public analysis on such topics as; 
TANF spending on teen pregnancy prevention, TANF ^tending on teen parait services, 
the TANF teen parent living arrangement and education requirements, the out-of- 
wedlock bonus, teen marriage, TANF teen parents witii disabilities, and “family cap" 
policies. Our matoials are all available fiee of cfoarge on our w^ site; www.claso.org . 

Xu this stat^ent, CLASP will focus on reauthorization of the abstinence education 
program. 

The 1996 federal abstinence education program is often misunderstood, ta part 
this is because abstinence education can mean difierent tbfng s to different people. For 
some, abstinence education means information that asserts one ^ould abstain fiom sex at 
evay age unless one is married; for others, abstinence education means programs that 
promote abstinence as the only sore way to avoid pregnancy and sexually transmitted 
illnesses and tiiat when one stops abstaining it is important to know how to contracept 
Many are unaware that die statute defines a program with the former approach, the most 
restrictive approach - sometimes called abstinence-unless-married education. 

The law's definition of a fundable program has ei^t points, including that the 
program teach that “sexual activity outside the context of marriage is likely to have 
harmful psychological and physical dSects” [Attachment A provides the full text of the 
law]. The program operates thmugii the Maternal and Child Health (MCH) block grant 
and provides SSO million in federal fimds each year to support abstirrertce prograirrs titat 
preclude education about contraception; a state match of $3 for every $4 federal dollars is 
required. 

The law was eiraaed without any research base suggesting that a restrictive 
abstinence approadi works at reducing teen piegnaircy and births. There still is none. As 
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noted in a recait review of evaluations of abstineaoe programs published by the National 
Campaign to Prevtart Teen Pregnaaey, “there do not cmrenfly exist any ahstinence-only 
programs with reasonably sttong evidence that they actually delay the initiation of sex or 
reditoe its fiequency.” The author used strict crit«ia in determining what studies of 
sexttalily education programs to include k his review of evdaations; cmly fliree such 
*stmence-only studies met the criteria.* 

Unfortunately, the kdsally funded evaluation of abstkence-unless-mairied 
programs fended throng the 1996 law will not be finalized until 2003; thus, the 2002 
reatifinnization process will not be able to benefit fiom any insists offered by fee 
evaluatifflDu While fee evaluation should help us leant more about some of the impacte of 
fee pro^toDs it vviU, neverfeeless, not answkfee question feat needs to be asked. That 
central question is “How does a program of abstinenoe-unless-mairiied education compare 
to an abstinKtce program feat also provides contraceptive eduoatirai?” 

There is good reason to conqtaie differott types of ippto&Aes to abstmoice: 
available research raises concans ateut an abstkence education approach that does not 
provide consacqtti ve educafion. At the same time, feere is a bit of encouraging news 
feat some abstkence strategies may he^ delay fee onset of sexual activity, paiticalaily 
among fee youngest adolescents. But the abstinaice-unless-mamcd ^proach can 
b^kfire when armed at older teens. 


❖ A comparison of k-school youths vfeo took a “viigmity pledge and those who 
did not found feat some virginity pledgers were at greater risk when they first 
aigaged k sexual ktercouise. The pledge — to abstak from sex until marriage — 
did delay first ktercourse on average by nearly 1 8 months. However, pledging 
had no ^ect among teens who were 18 or older and also contributed to health 
risks for feose who became sexually active." 

According to researchers Peter Bearmur and Hannah Brueckner, who tracked 
those pledgers who had intercourse during the study period, “the estimated odds; 
for contrac^tive use for pledgers are about one-third lower than for others." The 
researchers noted feat “pledgers are less likely to be prepared for an expetiaroe 
that they have promised to forego.” They also found feat “pledgkg does not work 
for adolescents at all ages” and feat fee efficacy of fee pledge in some schools 
depended on its being uncommon; “Once the pledge becomes normative, it ceases 
to have an effect.” Thus “policy mfeers should recognize feat the pledge works 
because not everyone is pledging.’"” 


❖ Aaofeer study compared an “abstkence” program with a "safer sex" program feat 
kvolved 659 African-American middle-sfeool adolescents and found that, among 
feose who already were sexually active when the courses began, participants k 
the "safer sex" program rqxirted iess-fr-equent sexual intercourse and less- 
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ftequaat improtected sex one year ajSar flie program. Further, when the abstinence 
gro^ was cximpared with a control group, it rqsoited 1^ sexoal activity at toee 
months fcllowing the intervention, but this distraction evgxrrated over time." 


❖ A study conducted by Bdward J. Saunders and colleagues at the Univrasity of 
Iowa School of Social Work con^tared survey respcmses fiom participants in a 
comprehensive sex-education piognnn that promoted abstinence but allowed 
conteiceptive infonnation with survey reqtonses from participants in an 
abstinence-unless-married program. The authors found that the former program 
was more successful in imparting knowledge about ADS and other STDs, hi 
addition, while the authors suggested fliat program con^arisons should be viewed 
cautiously because of differences in the age of the participants, the leogfli of fee 
programs, and a range of other variables, they noted that the program that offered 
contraceptive information also appeared to be more successful than fee 
abstinence-unless-married program in “promoting communication between 
paraits and youth about sex.”’' 


Further, evaluations of programs that combine abstinence education with 
contraceptive information find that they can help delay the onset of intercourse without a 
concomitant concern about health risks, and that they also reduce the fiequency of 
intercourse and the number of partners.'’* If feore are stronger qrproaches that jfurths' 
delay the onset of intercourse by the too-young, those lessons ^uld be adapted by 
programs that combine abstinence education with contraceptive information - in that way 
such programs will cause no health harm. 

Abstinence-unless-married education programs could also result in an unintended 
consequence— teen marriage. Studmits of abstinence-unless-manied programs may 
respond to their education by marrying younger rafear than abstaining longer. 'While no 
one is promoting teen marriage, this unintended consequence carries its own set of 
problems. Notably, early marriages are the most unstable. And, young mothers who 
many are mote likely to have a rapid second birth [see CLASP’S ‘Ts Teen Marriage a 
Solution?^. 

Even in fee absence of evideime that abstinence-unless-married education reduces 
fee risk of teen pregnancy and birth, and in spite of fee new research that fee reduction in 
sexually activity is accompanied by an increase in the health riric for some, funding for 
this aiproach has expand^ beyond the SSO million per year authmized in fee 1996 
welSuelaw. As of fiscal year 2002, at least $533 million will have been earmarked in 
federal and state funds since 1996. Two other federal sources, the Adolescent Family 
life Act (AHA) and Special Projects of Regional and National Signifioance- 
Community-Based Abstinence Education (SPRANS-CBAE) program, have made more 
money avidlablec Under fee SPRANS grants, MCH can by-pass states and award grants 
directly to local projects; grantees, howevar, may not provide contraceptive education, 
even wife sqwMe ftmds. The House has increased its funds Sw SPRANS-CBAE fiom 
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S20 to $40 million (efforts to increase it to $73 million failed); the Senate Appropriations 
committee would provide $30 million. Any differences will be resolved shortly in 
Conference. 

Proponents of increased funding for SPRANS-CBAE argue that fimding “parity” 
is needed between abstinence-unless-married education and family pl annin g. This 
comparison, howeva'. contrasts expenditures for education against costs for medical 
services. Thus, this is a comparison of “apples” and “oranges” and creates even greater 
misunderstanding in the public debate. 

As part of the theme of “parity” the Administration’s budget calls for an increase 
in SPRANS-CBAE of an additional $33 million. However, in light of the available 
research, this call for increased spending seems out of sync with the Adrainistration’s 
general budget goal regarding “Governing with Accountability”. The budget specifically 
asserts that '"nie assumption that more government spending gets more results is not 
generally true and is seldom tested. ” Indeed, some other programs which have not 
offered evidence of success are either e liminat ed or level- funded. For example, the 
budget “eliminates the current illegitimacy reduction bonus as there is no evidence” that 
it works. Also level-funded are two disadvantaged-youth education programs, TRIO and 
Gear Up, because “as part of the President’s initiative to tie budget to petfoimance, the 
Administration wall assess the programs’ effectiveness. 

The public supports abstinence education but wants contraceptive education along 
with it. Virtually all of the parents of 7-12“’ graders (97%) want their child’s sexuality 
education program to cover abstinence, according to a national study in 2000 by the 
Kaiser Family Foundation™. Notably, these parents also want lessons on bow to use 
condoms (85%) and on general birth control topics (90%)"". State and local surveys also 
have found strong support for information about both abstinence and birth control. 


The Center for Law and Social Policy believes that research should inform policy, 
the available lesearch points to the importance of greater flexibility in spending available 
funds. 


Sincerely, 
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Attachment A 


SEPARATE PROGRAM FOR ABSTINENCE EDUCATION 


"SEC. 510. (a) For the purpose described in subsection (b), the Secretary 
shall, for fiscal year 1998 and each subsequent fiscal year, allot to eadi 
State which has transmitted an application for the fiscal year under section 
S0S(a) an amount equal to the product of- 

"(1) the amoimt appropriated in subsection (d) for the fiscal year; and 

"(2) the percentage determined for the State under section 
502(c)(l)(B)(ii). 

"(b)(1) The purpose of an allotment under subsection (a) to a State is to 
enable the State to provide abstinence education, and at the option of the 
State, where appropriate, mentoring, counseling, and adult supervision to 
promote abstineuce fiom sexual activity, with a focus on those groups which 
axe most likely to bear children out-of-wedlock. 

"(2) For purposes of this section, the term 'abstinence education' means 
an educational or motivational program vdiich- 

"(A) has as its exclusive putppse, teaching the social, psychological, and 
healft gains to be realized by abgtaining fiom sexual activity. 


"(B) teaches abstinence fi’om sexudkacdvity optside marriage as the 
expected standard for all school age chnSmo; 

"(C) teaches that abstinence fiom sexual activity is the only certain way 
to avoid out-of-wedlock pregnancy, smcually transmitted diseases, and other 
associated health problems; 

"(D) teaches that a mutually taithfid monogamous relationship in context 
of marriage is the expected standard of human sexual activity; 
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"(E) teaches that sexual activity outside of the context of matriage is 
iilcely to have iamifiil psydioiogical and pl^tsical egfects; 

"(F) teach« that bearing childran out-of-wedlock is likely to have 
harmful consequence fcrfhe child, the child's parents, and society; 

"(G) teaches young people how to rgect sexual advances and how alcohol 
and drug use increases vulnerability to sexual advances; and 

"(H) teaches the in^mfance of attainiig self-sufficieney before sng^ing 
in satual activity. 

"(c)(1) Sections 503, 507, and 508 apply to allotments raute- 
subsection (a) to the same extoit and in iia same manner as such sections 
^ply to allotments undra- section 502(c). 

"(2) Sections 505 Kid 506 apply to allotments under subsection (a) to the 
extent detetmined by the Secretary to be ^ropriate. 

"(d) For the purpose of aHolments under subsection (a), there is appro;iMiated, out of any 
money in the Treasury not otherwise appropriate4 an additional $50,000,000 for each of 
the fiscal years 1998 through 2002. The appropriation under the preceding sentence for a 
fiscal year is made on Octob« I of the fiscal year.". 
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‘ “Tte review examined the evidence available regaling “studies that met the following criteria: met the 
scientific standards requisite for inclusion in professional journals or publications; published in 1 9S0 or 
latei; analyzed data collected from U.S. adolescents, most of whom were 19 or younger; used a sample size 
of at least 100; mcasuied die reladonsbip between the ac^edents and one or more of die following sexual 
behaviors: mitiatio& of sex, &&juency of sexual int^couxse, number of seicual partners, use of condoms, 
use of any ^e of conliacepiion, pregnancy, or childbearing. (Studies diat measured only om-of-wedlock 
pregnancy or childbearii^ were not included.)” Doughs Kirby, Einerging Answers: Research Findings on 
pTQgrarrw to Reduce Teen Pretmanev. (WashingKm, DC: National Canpaigu to Prevent Teen Pregnancy, 
2001), 35. 

“ The highlighted Kirby report above did not TncltidR diese community-based Virginity Pledge effbr®. 

^ Peter Bearman and Hannah Brueckner, “Virginity Pledges and the Transition to First Intercourse”, 
Pre^uzney Prev&ttionfar Youtk; An Interdisc^lincay Newsletter, VoL 3, No. 2, (June 2000); also, 
“Vi^nity Pledges as th^ Affect the Transition to First Intereourse”, American Journal of Sociology., Vol. 
106, No. 4, (2001). 

” ^Tbe abstinence inmrvention acknowledged that condoms can reduce risks but ^phasxzed abstinence to 
eliminate the risk of pregnancy and STDs, including HTV. It was designed to...stren^en belmvioraJ 
belief supporting abstinence. . .The safer-sex mtervection indicated diat abstinence is the best choice but 
esphasized die inportazuie of usmg condoms to reduce die risk of pregnancy and STDS, including HIV, if 
participants were to have sex. It was designed m... increase skills and self>f^cacy regarding [ihe] ability 
to use condoms.” John B. Jemmott HI, Loretta Sweet Jeinmott, and Geoffrey T- Fong, “Abstinence and 
Safer Sex HIV RiskoReduedon InterventioDS for A&ican American Adolescents, A Randomized Controlled 
TxiiiP,JoicmalofiheAmericanMedicalAssociatUm,'V6i,279f[Nizy20, 1998). 

Edward J Saunders, et al., “Evaluation of Abstinence-Only Education: Year One Report”, University of 
Iowa School ofSocialW^k,(fictxAiet 

(Washington, DC: National Canpaign to Prevent Tccn Pregnancy, 2001); Douglas Kirbv. No E^v 
Answers: Research Findings on Prograr py ta Pregno nt’Yi (Washington, DC: National Canpaign to 

invent Te^ Pregnancy, March 1997). 

“Sex Education in America: A View from Inside the Nation’s Classrooms”, A Series of National Surveys 
of Students, Parents, Teachers, and Principals, Kaiser Family Foundation Website, (September 26, 2000), 
(^cessed November 6, 2001), Available online: htp:/Avww.kfP.OTg/content/2000/3048/Qiaid5ack.pdf. 
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Teenage sexual activity is a major problem confitJirting the 
nation and has led to a rising incidence of sexually 
transmitted diseases (STDs), emotional and psychological 
injuries, and out-ot-wedloc^ childbearing. Abstinence 
education pmgrmns for youfii have been proven to be 
effective in reducing e^Iy sexual activity. Abstinence 
programs also can provide the foundation for personal 
responsibility and enduring marital commitment. Therefore, 
they are vitally important to efforts aimed at redudng out-of- 
wedlock childbearing among young adult women, improving 
child well-being, and increasing adult happiness over the long 
term. 

Washington policymakers should be aware of the 
consequences of early sexual activity, the undesirable 
contents of conventional "safe sex" educatimi jx-ograras, and 
the findings of the professional literature concerning the 
effectiveness of genuine abstinence programs. In particular, 
policymakers should understand that: 

• Sexually transmitted diseases (STDs), including 
incurable viral infections, have reached epidemic 
proportions. Annually, 3 million teenagers contract STDs; STDs afflict rou^y one in 
four teens who are sexually active. 

• Early sexual activity has multiple negative consequences for young people. 
Rese^ch shows that young people who become sexually active arc not only vulnerable 
to STDs, but also likely to experience emotional and psychological injuries, 
subsequent marital difficulties, and involvement in other high-risk behaviors. 

• Conventional "safe sex" programs (sometimes erroneously called "al»titience 
plus" programs) place little or no emphasis on encouraging young people to 
abstain from early sexual activity. Instead, such programs strengly promote condom 
use and implicitly condone sexual activity among teens. Nearly all such programs 
contain 

material and messages that would be alarming and offensive to the ov«wheIming 
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majority of parents. 

• Despite claims to the contrary, there are 10 scientific evaluations showing that 
real abstinence programs can be highly effective in reducing early sexual activity. 
Moreover, real abstinence education is a fairly young field; thus, the number of 
evaluations of abstinence programs at present is somewhat limited. In the near future, 
many additional evaluations that demonstrate the effectiveness of abstinence education 
will become available. 

Consequences of Early Sexual Activity 

Young people who become sexually active enter an arena of high-risk behavior that leads to 
physical and emotional damage. Each year, influenced by a combination of a youthful 
assumption of invincibility and a lack of guidance (or misguidance and misleading 
information), millions of teens ignore those risks and suffer the consequences. 

Sexually Transmitted Diseases 

The nation is experiencing an epidemic of sexually transmitted diseases that is steadily 
expanding. In the 1 960s, the beginning of the "sexual revolution," the dominant diseases 
related to sexual activity were syphilis and gonorrhea. Today, there are more than 20 
widespread STDs, infecting an average of more than 15 million individuals each year. 1 
Two-thirds of all STDs occur in people who are 25 years of age or younger. 2 Each year, 3 
million teens contract an STD; overdl, one-fourth of sexually active teens have been 
afflicted. 3 

There is no cure for sexually transmitted viral diseases such as the human immunodeficiency 
virus (HIV) and herpes, which take their toll on people throughout life. Other common viral 
STDs are the Human Papillomavirus (HPV)-the leading viral STD, with 5.5 million cases 
reported each year, 4 and the cause of nearly all cases of cervical cancer that kill 
approximately 4,800 women per year 5 -and Chlamydia trachomatis, which is associated 
with pelvic inflammatory disease that scars the fallopian tubes and is the fastest growing 
cause of infertility . 

Significantly, research shows that condom use offers relatively little protection (from "zero" 
to "some") for herpes and no protection from the deadly HPV. A review of the scientific 
literature reveals that, on average, condoms failed to prevent the transmission of the HIV 
virus— which causes the immune deficiency syndrome known as AIDS— between 15 percent 
and 3 1 percent of the time. 6 It should not be surprising, therefore, that while condom use has 
increased over the past 25 years, the spread of STDs has likewise continued to rise. 7 

Emotional and Psychological Injury 

Young people who become sexually active are vulnerable to emotional and psychological 
injury as well as to physical diseases. Many young girls report experiencing regret or guilt 
after their initial sexud experience. In the words of one psychiatrist who recalls the effects of 
her own sexual experimentation in her teens, "The longest-standing, deepest wound I gave 
myself was heartfelt; that sick, used feeling of having given a precious part of myself-^ny 
soul— to so many and for nothing, still aches. I never imagined I'd pay so dearly and for so 
long." 8 
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Sexually active youth often live witfi anxiety about the possibility of an unwanted pregnancy 
or contracting a devastating STD. Those who do become infected with a disease suffer 
emotional as well as physical effects. Fears regarding the course the disease are coupled with 
a loss of self-esteem and self-confidence. In a surv^ by the Medical Institute for Sexual 
Health, SO percent of those who had herpes said that they felt "less confident" and "less 
desirable sexually.” 9 

In addition, early sexual activity can negatively affect the ability of young people to form 
stable and healthy relationships in a later marriage. Sexual relationships among teenagers are 
fleeting and unstable, and broken intimate relationships can have serious long-term 
developmental effects. A series of broken intimate relationships can undermine an 
individual's capacity to enter into a committed, loving marital relationship. In general, 
individuals who engage in premarital sexual activity are 50 percent more likely to divorce 
later in life than those who do not. 1 0 Divorce, in turn, leads to sharp reductions in adult 
happiness and child well-being. 

Marital relationships that follow early sexual activity can also suffer from the emotional 
impact of infertility resulting from an STD infection, ranging from a sense of guilt to 
depression. In the words of one gynecologist and fertility specialist, "Infertility is so 
devastating, it often disorients my patients to life itself. This is more tiian shock or even 
depression. It impacts every level of their lives, including their marriage." 1 1 

Correlation Between Sexual Activity and Other High-Risk 
Behaviors 

Research from a variety of sources indicates a correlation between sexual activity among 
adolescents and teens and the likelihood of engaging in other high-risk behaviors, such as 
tobacco, alcohol, and illicit drug use. 

A study reported in Pediatrics magazine found that sexually active boys aged 1 2 through 1 6 
are four times more likely to smoke and six times more likely to use alcohol than are those 
■who describe themselves as -virgins. Among girls in this same age cohort, those who are 
sexually active are seven times more likely to smoke and 10 times more likely to use 
marijuana than are those who are virgins. 12 The report describes sexual activity as a 
"significant associate of other health-endangering behaviors” and notes an increasing 
recognition of the interrelation of risk behaviors. Research by the Alan Guttmacher Institute 
likewise finds a correlation between risk behaviors among adolescents and sexual activity; 
for example, teenagers who use alcohol, tobacco, and/or marijuana regularly are more likely 
to be sexually active. 1 3 

Out-of-Wediock Childbearing 

Today, one child in three is bom out of wedlock. Only 1 4 percent of these births occur to 
women under the age of 18. Most occur to women in their early twenties. 14 Thus, giving 
birth control to teens in high school through safe-sex programs will have little effect on out- 
of-wedlock childbearing. 

Nearly half of the mothers who give birth outside marriage are cohabiting with the child’s 
father at the time of birth. 15 These fathers, like the mothers, are typically in their early 
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twenties. Out-of-wedlock childbearing is, IhiK, not the result of teenagers' lack of knowledge 
about birth control or a lack of availability of birth control. Rather, it is part of a crisis in the 
relationships of young adult men and woman Out-of-wedlock childbearing, in most cases, 
occurs because young adult men and women are unable to develop committed, loving marital 
relationships. Abstinence programs, therefore, which focus on developing loving and 
enduring relationships and preparation for successfiil marriages, are an essential first step in 
reducing future levels of out-of-wedlock births. 

The Silent Scandal: Promoting Teen Sex 

With millions of dollars in sex-education programs at stake, it is not surprising that the 
groups that have previously dominated the arena have taken action to block the growing 
movement to abstinence-only education. Such organizations, including the Sexuality 
Information and Education Council of the United States (SEICUS), Planned Parenthood, and 
the National Abortion and Reproductive Rights Action League (NARAL), have been prime 
supporters of "safe-sex" programs for youth, which entail guidance on the use of condoms 
and other means of contraception while giving a condescending nod to abstinence. Clearly, 
the caveat that says "and if you do engage in sex, this is how you should do it" substantially 
weakens an admonition against early non-marital sexual activity. 

Not only do such programs, by their very nature, minimize the abstinence component of sex 
education, but many of these programs ^so implicitly encourage sexual activity among the 
youths they teach. Guidelines developed by SEICUS, for example, include teaching children 
aged five through eight about masturbation and teaching youths aged 9 through 12 about 
alternative sexual activities such as mutual masturbation, "outercourse," and oral sex. 16 In 
addition, the SEICUS guidelines suggest informing youths aged 16 through 18 that sexual 
activity can include bathing or showering together as well as oral, vaginal, or anal 
intercourse, and that they can use erotic photographs, movies, or literature to enhance their 
sexual fantasies when alone or with a partner. Not only do such activities carry their own 
risks for youth, but they are also likely to increase the incidence of sexual intercourse. 

In recent years, parental support for real abstinence education has grown. Because of this, 
many traditional safe-sex programs now take to calling themselves "abstinence plus" or 
"abstinence-based" education. In reality, there is little abstinence training in "abstinence- 
based" education. Instead, these programs are thinly disguised efforts to promote condom 
use. The actual content of most "abstinence plus" curricula would be alarming to most 
parents. For example, such programs typically have condom use exercises in which middle 
school students practice unrolling condoms on cucumbers or dildoes. 17 

Effective Abstinence Programs 

Critics of abstinence education often assert that while abstinence education that exclusively 
promotes abstaining from premarital sex is a good idea in theory, there is no evidence that 
such education can actually reduce sexual activity among young people. Such criticism is 
erroneous. There are currently 10 scientific evaluations (described below) that demonstrate 
the effectiveness of abstinence programs in altering sexual behavior, 1 8 Each of the programs 
evaluated is a real abstinence (or what is conventionally termed an "abstinence only") 
program; that is, the program does not provide contraceptives or encourage their use. 
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The abstinence programs and their evaluations are as follows: 

1 . Vir^nity Pledge Programs. An article in the Journal of the American Medical 
Association by Dr. Michael Resnick and others entitled "Protecting Adolescents From 
Harm: Findings from the National Longitudinal Study on Adolescent Health" shows 
that “abstinence pledge" programs are dramatically effective in reducing sexual 
activity among teenagers in grades 7 tiirough 12. 19 Based on a large national sample 
of adolescents, the study concludes that "Adolescents who reported havii^ taken a 
pledge to remain a virgin were at significantly lower risk of early age of sexual debut " 
20 

In feet the study found that participating in an abstinence program and taking a 
formal pledge of virginity were by far the most significant factors in a youth's 
delaying early sexual activity. The study compared students who had taken a 
formal pledge of virginity with students who had not taken a pledge but were 
otherwise identical in terms of race, income, school performance, degree of 
religiousness, and other social and demographic factors. Based on this analysis, 
the authors discovered that the level of sexual activity among students who had 
taken a formal pledge of virginity was one-fourth the level of that of their 
counterparts who had not taken a pledge. Overall, nearly 16 percent of girls and 
10 percent of boys were found to have taken a virginity pledge. 

2. Not Me, Not Now. Not Me, Not Now is a community-wide abstinence intervention 
targeted to 9- to 14-year-oIds in Monroe County, New York, which includes the city of 
Rochester. The Not Me, Not Now program devised a mass communications strategy to 
promote the abstinence message through paid TV and radio advertising, billboards, 
posters distributed in schools, educational materials for parents, an interactive Web 
site, and educational sessions in school and community settings. The program sought 
to communicate five themes; raising awareness of the problem of teen pregnancy, 
increasing an understanding of the negative consequences of teen pregnancy, 
developing resistance to peer pressure, promoting parent-child communication, and 
promoting abstinence among teens. 

Not Me, Not Now was effective in reaching early teen listeners, with some 95 
percent of the target audience within the county reporting that they had seen a 
Not Me, Not Now ad. Daring the intervention period, the program achieved a 
statistically significant positive shift in attitudes among pre-teens and early teens 
in the county. The sexual activity rate of 1 5-year-olds across the county (as 
reported in the Youth Risk Behavior Survey 21 ) dropped by a statistically 
significant amount from 46.6 percent to 3 1 .6 percent during the intervention 
period. Finally, the pregnancy rate for girls aged 15 through 17 in Monroe 
County fell by a statistically significant amount, Ifom 63.4 pregnancies per 
1,000 girls to 49.5 pregnancies ^r 1 ,000. The teen pregnancy rate fell more 
rapidly in Monroe County than in comparison counties and in upstate New York 
in general, and the difference in the rate of decrease was statistically significant. 
22 

3 . Operation Keepsake. Operation Keepsake is an abstinence program for 1 2- and 1 3- 
year-old children in Cleveland, Ohio. Some 77 percent of the children in the program 
were black or Hispanic. An evaluation of the program in 200 1 , involving a sample of 
over 800 students, found that "Operation Keepsake had a clear and sustainable impact 



140 


BG1533 (04/08/02): The Effectiveness of Abstinence Education Programs in Reducing S,. Page 6 

on.. .abstinence beliefs." The evaluation showed that the program reduced the rate of 
onset of sexual activity (loss of virginity) by roughly two-thirds relative to comparable 
students in control schools who did not participate in the program. In addition, the 
program reduced by about one-fifth the rate of current sexual activity among those 
with prior sexual experience. 23 

4. Abstinence by Choice. Abstinence by Choice operates in 20 schools in the Little Rock 
area of Arkansas. The program targets 7th, 8th, and 9th grade students and reaches 
about 4,000 youths each year. A recent evaluation, involving a sample of nearly 1,000 
students, shows that the program has been highly effective in changing the attitudes 
that are directly linked to early sexual activity. Moreover, the program reduced the 
sexual activity rates of girls by approximately 40 percent (fi-om 10.2 percent to 5.9 
percent) and the rate for boys by approximately 30 percent (from 22.8 percent to 1 5.8 
percent) when compared with similar students who had not been exposed to the 
program. (The sexual activity rate of students in the program was compared with the 
rate of sexual activity among control students in the same grade in the same schools 
prior to the coimnencement of the program.) 24 

5. Virginity Pledge Movement. A 2001 evaluation of the effectiveness of the virginity 
pledge movement using data from the National Longitudinal Study of Adolescent 
Health finds that virginity pledge programs are highly effective in helping adolescents 
to delay sexual activity. According to the authors of the study; 

Adolescents who pledge, controlling for all of the usual characteristics of adolescents 
and their social contexts that are associated with the transition to sex, are much less 
likely than adolescents who do not pledge, to have intercourse. The delay effect is 
substantial and robust. Pledging delays intercourse for a long time. 25 

The study, based on a sample of more than 5,000 students, concludes that taking a 
virginity pledge reduces by one-third the probability that an adolescent will begin 
sexual activity compared with other adolescents of the same gender and age, after 
controlling for a host of other factors linked to sexual activity rates such as physical 
maturity, parental disapproval of sexual activity, school achievement, and race. When 
taking a virginity pledge is combined with strong parental disapproval of sexual 
activity, the probability of initiation of sexual activity is reduced by 75 percent or 
more. 

6. Teen Aid and Sex Respect. An evaluation of the Teen Aid and Sex Respect 
abstinence programs in three school districts in Utah showed that both programs were 
effective among the students who were at the greatest risk of initiating sexual activity. 
Approximately 7,000 high school and middle school students participated in the 
eviuation. To determine the effects of the programs, students in schools with the 
abstinence programs were compared with students in similar control schools within the 
same school district. Statistical adjustments were applied to further control for any 
initial differences between program participants and control students. The programs 
together were shown to reduce the rate of initiation of sexual activity among at-risk 
high school students by over a third when compared with a control group of similar 
students who were not exposed to the program. 26 Statistically significant changes in 
behavior were not found among junior high students. 

When high school and junior high school students were examined together. Sex 
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Respect was shown to reduce the rate of initiation of sexual activity among at-risk 
students by 25 percent when compared with a control group of similar students who 
were not exposed to the program. Teen Aid was found to reduce the initiation of sex 
activity by some 17 percent. A third non-abstinence program, Values and Choices, 
which offered non-directive or value-free instruction in sex education and decision- 
making, was found to have no impact on sexual behavior, 

7. Fani% Accountability Communicating Teen Sexuality (FACTS). An evaluation 
performed for the national Title XX abstinence program examined the effectiveness of 
the Family Accountability Communicating Teen Sexuality abstinence program in 
reducing teen sexual activity. The evaluation assessed the FACTS program by 
comparing a sample of students who participated in the program with a group of 
comparable students in separate control schools who did not participate in the program. 

The experimental and control students together comprised a sample of 308 students. 

The evaluation found the FACTS program to be highly effective in delaying the onset 
of sexual activity. Students who participated in the program were 30 percent to 50 
percent less likely to commence sexual activity than were those who did not 
participate. 27 

8. Postponing Sexual Involvement (PSI). Postponing Sexual Involvement was an 
abstinence program developed by Grady Memorial Hospital in Atlanta, Georgia, and 
provided to low-income 8th grade students. A smdy published in Family Planning 
Perspectives, based on a sample of 536 low-income students, showed that the PSI 
program was effective in altering sexual behavior. 28 A comparison of the program 
participants with a control population of comparable low-income minority students 
who did not participate show^ that PSI reduced the rate of initiation of sexual activity 
during the 8th grade by some 60 percent for boys and over 95 percent for girls. 29 As 
the study explained: 

The program had a pronounced effect on the behavior of both boys and girls who had 
not been sexually involved before the program.... By the end of eighth grade, boys who 
had not had the program were more than three times as likely to have begun having sex 
as were boys who had the program,... Girls who had not had the program were as much 
as 1 5 times more likely W have begun having sex as were girls who had had the 
program. 30 

TTie effects of the program lasted into the next school year even though no additional 
sessions were provided. By the end of the 9th grade, boys and girls who had 
participated in PSI were still some 35 percent less likely to have commenced sexual 
activity than were those who had not participated in the abstinence program. 3 1 

9. Project Taking Charge. Project Taking Charge is a six-w'eek abstinence curriculum 
delivered in home economics classes during the scIhxtI year. It was designed for use in 
low-income communities with high rates of teen pregnancy. The curriculum contains 
these elements: self-development; basic information about sexual biology (anatomy, 
physiology, and pregnancy); vocational goatsefting; family communication; and 
values instruction on the importance of delaying sexua! activity until marriage. The 
effect of the program has been evaluated in two sites; Wilmin^on, Delaware, and 
West Point, Mississippi. The evaluation was based on a small sample of 91 
adolescents. Control and experimental groups were created by randomly assigning 
classrooms to either receive or not receive the program. The students were assessed 



142 


BG1533 (04/08/02): The Effectiveness of Abstinence Education Programs in Reducing S.. Page 8 of 1 1) 


immediately before and after the program and through a six-month follow-up. 

In the six-month follow-up. Project Takii^ Charge was shown to have had a 
statistically significant effect in increasing adolescents’ knowledge of the problems 
associated with teen pregnancy, the problems of sexually transmitted diseases, and 
reproductive biology. The program was also shown to reduce the rate of onset of 
sexual activity by 50 percent relative to the students in the control group, although the 
authors urge caution in the interpretation of these numbers due to the small size of the 
evaluation sample. 32 

10. Teen Aid Family Life Education Project. The Teen Aid Family Life Education 
Project is a widely used abstinence education program for high school and junior high 
students. An evaluation of the effectiveness of Teen Aid, involving a sample of over 
1,300 students, was performed in 21 schools in California, Idaho, Oregon, Mississippi, 

Utah, and Washington. The Teen Aid program was shown to have a statistically 
significant effect in reducing the rate of initiation of sexual activity (loss of virginity) 
among high-risk high school students, compared with similar students in control 
schools. Among at-risk high school students who participated in the program, the rate 
of initiation of sexual activity was cut by more th^ one-fourth, from 37 percent to 27 
percent. A similar pattern of reduction was found among at-risk junior high school 
students, but the effects did not achieve statistical significance. The program did not 
have statistically significant effects among lower-risk students. 33 

Conclusion 

Real abstinence education is essential to reducing out-of-wedlock childbearing, preventing sexually 
transmitted diseases, and improving emotional and physical well-being among the nation's youth. True 
abstinence education programs help young people to develop an understanding of commitment, fidelity, 
and intimacy that will serve them well as the foundations of healthy marital life in the future. 

Abstinence education programs have repeatedly been shown to be effective in reducing sexual activity 
among their participants. However, funding for the evaluation of abstinence education programs until 
very recently has ranged from meager to nonexistent. Currently, the number of adequately funded 
evaluations of abstinence education is increasing. At present, there are several promising new evaluation 
nearing completion. As each year passes, it can be expected that the number of evaluations showing that 
abstinence education does significantly reduce sexual activity will grow steadily. 

Abstinence education is a nascent and developing field. Substantial funding for abstinence education 
became available only within the past few years. As abstinence programs develop and become more 
broadly available, future evaluations will enable the programs to hone and increase their effectiveness. 

-Robert Rector is Senior Research Fellow in Domestic and Economic Policy Studies at The Heritage 
Foundation. 
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Joseph r. pitts 

16th District, Pennsylvania 


COMMITTEES: 

ENERGY AND COMMERCE 
INTERNATIONAL RELATIONS 
ASSISTANT REPUBLICAN WHIP 


Web Page; 
www.house.gov/pitts 


Congress of tfje United States 

^ouge of ^epregcntatitiEg 

Wasiimston. 20515-3816 
April 23, 2002 


Ms. Barbara Kristin Hoover 
1393 Lenape Road 
Westchester, PA 19382 


Rill Wichtsrman-Chief of Staff 
Tom Tillett— District Director 

PLEASE RESPOND TO: 

□ 204 Cannon Building 
Washington, DC 20515 
(202) 225-241 1 

D Post Office Box 837 
UnidnvillE, pa 19376 
(610)429-1540 

□ Lancaster Co. Courthouse 
50 North Duke Street 
Lancaster, PA 17602 
(717) 393-0667 


Dear Ms. Hoover: 


Thank' you for contacting me to express your support for H.R. 2037, the Protection of 
Lawful Commerce in Arms Act, and for gun control legislation. It was good to hear from you. 

As you may know, H.R. 2037 was introduced by Rep. Cliff Steams on May 25. This bill 
would prevent costly and frivolous lawsuits gainst the firearms industry with the intent to 
regulate business practices. Specifically, H.R. 2037 states that lawful conduct by a firearms 
manufacturer or seller cannot be a basis for civil liability if another person unlawfully used their 
product. 

Like you, I believe that criminal activity will not be reduced by restricting the 
Constitutional right of law-abiding adult citizens to own guns. As a cosponsor of H.R. 2037, 1 
believe that such proposals, like many efforts to restrict our freedoms, are well-intentioned, but 
misguided and often counterproductive. Rest assured, I will continue to monitor this bill as it 
moves through the legislative process. 

Regarding gun control legislation, some believe that passing new laws will keep tragedies 
such as school shootings from happening. I, however, am concerned that many current gun laws 
are not being enforced. The shooters in all of these cases broke numerous local, state and federal 
laws, yet the killings were not prevented. 

Ultimately, this is not only a gun problem; this is a cultural problem. More gun laws will 
not teach our children the difference between right and wrong, or to respect their classmates and 
neighbors, or that violence is not the norm. We must help parents raise good children. We must 
reinforce character, respect, and the moral guideposis in society that our children need to develop 
a proper sense of right and wrong. 

The Second Amendment of the U.S. Constitution reads, “the right of the people to keep 
and beai' arms, shall not be infringed.” While some may disagree, I finnly believe that plain 
language of this Amendment guarantees the right of law-abiding citizens to keep and bear arms 
of their choice. If we are to honor and uphold our Constitution, this right cannot be infringed. 

Thanks for sharing your views with me. Please don’t hesitate to contact me in the future 
on any issue that concerns you or your family. 
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The Honorable WJ. Tauzin 

Chaiiman, Cotnmiuee on Energy and Commerce 

U.S. House of Repmsentatives 

2183 Rayburn House Office Building 

Washington, D.C.20515-1803 

Phone: (202) 22S403I 

Fax:(202)225-0563 

Dear Mr. Chairman: 

As the senior investigators for the independent evaluatitm of ^snitence 
education prograns f\md»d under Tide V Secdon 510, we feel 
compelled to clarify the key findings from die report The Bvahuaion of 
Abstinence Education Program Funded Under Title V, Section 510: 
Interim Report (April 2002). 

Contrary to reports in the press and by some participants in your 
committee's hearings our msearch does NCH* suggest fitat die Tkle V 
Section SIO program should be abolished or significandy altered. The 
current research base does NOT indicate that abstinence programs are 
ineffective. 

Our research does show that ihe majority of the Tide V Section 510 
programs offer much moie than '"Just Say No." In addition to delivering 
a clear and conustent message of abstinence until marriage, program 
components focus on building self-esteem, developing values, 
formukting goals, making decisions, avoiding risky behavior, 
maximizing communication, strengthening relationships, understanding 
sexually transmitted diseases, withstanding social and peer pressures, 
maintainmg self-control, aspiring to marriage, and undmtanding 
parenthood. 

Over the past decade, wc have seen an increase in the role of abstinence 
education as a strategy for preventing teen pregnancy and sexually 
transmitted diseases. As the evaluation continues and die data collection 
is con^leted, die study will provide scientifically rigorous evideiK^e on 
the effects of Title V Section 510 abstinence education programs. 


Sincerely, 


ee: Meredith Kelsey, US/DepaHnentofHealih and Hmnan Services / 



